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If we survey the history of medicine 
we cannot but be impressed by the fact 
that almost every generation has its pre- 
dominant medical interest. The role 
played by infection has been a conspicu- 
ous one since the time of Pasteur and 
continues so to the present. But within 
the last decade nutrition and nutritional 
disturbances have become the nucleus of 
medical interest. The reason for this 
is not hard to find. With the advance of 
civilization there is a constant effort 
exerted to conserve and to emphasize the 
importance of the minimal. The recent 
World War affords a striking example 
of the part played by nutrition in main- 
taining national health and vigor, when 
we consider that faulty nutrition and 
not, as in previous wars, infection, 
proved to be the crucial problem of the 
conflict. The discovery in 1911 of the 
vitamine (1)added fresh interest to the 
subject, for it disclosed a new group of 
dietary factors vitally important for the 
welfare and existence of the human 
race. 

Ever since Glisson (2) in 1659 pub- 
lished his report on the symptomatology 
and incidence of rickets, there has been 
widespread interest in its etiology. This 
interest has been sustained rather than 
active, for the investigator of the rick- 
ets problem was at once bewildered and 
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seemingly hopelessly confused by the 
multiplicity of theories concerning its 
etiology. It is not my intention to run 
the gamut of these theories, but I shall 
confine myself only to pointing out the 
more important and promising facts 
which now, as the result both of labora- 
tory and clinical investigation, stand out 
as landmarks in the advance of this 
difficult and fascinating problem. 

Before discussing etiology, it will be 
necessary to answer the question: 
“What is rickets?” To pediatricians 
this may seem an unnecessary question 
to put, we are, nevertheless, finding it 
increasingly difficult to define rickets 
satisfactorily—and this difficulty be- 
comes constantly greater as our knowl- 
edge broadens. In answer to that ques- 
tion I can do no better than to quote 
Park (3) of Yale who defines rickets 
as a “disturbance in the metabolism of 
the growing organism of such nature 
that the salt equilibrium, in particular 
as regards the calcium and phosphorus, 
in the circulating fluids is disturbed, 
and lime salts no longer deposit in the 
bones.” Indeed an excellent definition, 
but one that does not fulfill the require- 
ments of clinical standards.. 

We are all perfectly familiar with the 
cardinal signs and symptoms of this dis- 
order and I will refer only to the roent- 
gen-ray diagnosis as one of the signifi- 
cant advances of the last few years. 
Even this method has been found, like 
almost all diagnostic procedures, to 
have important limitations. In fur- 
nishing information as to the earliest 
beginnings of rickets, the X-ray is 
found to lag behind clinical examina- 
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tion. I make this statement after an 
experience embracing several hundreds 
of roentgenograms of the wrists, 
checked by clinical findings. Altho this 
tardiness on the part of the X-ray may 
seem most improbable, it must be borne 
in mind that we have to compare the 
picture of the wrists with clinical chan- 
ges noted at the costo-chondral junc- 
tions, for here the rachitic rosary or 
beading is found frequently to precede 
the changes in the epiphyses of radius 
and ulna as demonstrated by the radio- 
graph. I might add _ that it is quite 
easy to distinguish roentgenographically 
between active rickets and healing or 
healed rickets. This we cannot always 
do clinically. Another laboratory pro- 
cedure, which will be referred to later, 
is diagnostic in this connection. 
Theories regarding the etiology of 
rickets have been in the past based al- 
most entirely on hypotheses or on gen- 
eral impressions gained by clinicians in 
the course of their medical practice. 


They have been all-embracing, incrimin- 
ating errors of diet, of hygiene, faulty 


metabolism, inactivity of the endocrine 
glands, bacterial invasion, etc. It was 
not until the laboratory worker took 
up the problem of investigating rickets 
in the experimental animal that signi- 
ficant facts began to crystallize out. 

The classical experience of Bland- 
Sutton (4) in the London Zoological 
Gardens should long ago have lighted 
the way, but his work went practically 
unnoticed. He demonstrated the re- 
markable power of cod-liver oil in pre- 
venting rickets in caged lion cubs when 
he added that substance to an other- 
wise unchanged and apparently rickets- 
producing diet. 


A good many years later Mellanby 
(5) another Englishman, carried out the 
first serious and prolonged investiga- 
tion of rickets in animals on controlled 
and restricted diets. His purpose was 
to prove that rickets is a dietary defi- 
ciency disease in which the vitamin Fat- 
soluble A constitutes the deficiency. 
Without going into the details of his 
work, suffice it to say that by eliminat- 
ing as far as possible, this vitamin from 
the diets of a large series of puppies, he 
was able to produce, to his own satisfac- 
tion and that of the British Medical Re- 
search Council, rickets in these animals 


The, Council accepted his conclusions 
and published them in its report on the 
Accessory Food Factors. That subse. § 
quent investigators have failed signally = 
in corroborating the work of Mellanby 
does not retract from its value as con- 
stituting the first great landmark in the 
investigation of this disorder from the ff 
standpoint of the diet. Those who do § 
accept Mellanby’s work and refer to 
rickets as a vitamin-deficiency disease 
are at once confronted by this clinical 
paradox: Given 20 babies in a ward of 


a child-caring institution, all free from i 


disease, all on diets which are quantita- © 
tively as well as qualitatively identical, 
hygiene, fresh air, suniight and all 
other factors identical—10 develop rick- 
ets, 10 do not. If there were a vitamin 
deficiency in the diet, all should become 
rachitic; if there were no deficiency, f 
none should develop rickets. This fact © 
has led some to believe that heredity is 7 
the determining factor; if both parents | 
were rachitic, all their children will be- 
come so; if only one parent, half the 
children; if neither parent, all the child- 
ren will escape it. But this again is not 
the case. Whereas it is true that there 
does seem to be a familial tendency to 
the disease, we must remember that 
most rachitic babies are of the slums 
and it is the slums that is inherited. 


More recently the rat has been exten- J 
sively employed as the experimental ani- f 
mal and posesses many obvious advan- 
tages over the dog. The almost simul- 
taneous and quite independent observa- 
tions of Sherman and Pappenheimer J 
(6) and of McCollum and his associates 
(7) have shown that rickets can be pro- J 
duced at will in the rat by a diet defi- § 
cient in inorganic phosphorus, and that | 
if this salt be added to the dietary in 
sufficient quantity, rickets fails to de- 
velop. However striking and conclu- 
sive the experiments may be, it is at ff 
once apparent that in the light of clint- 
cal experience they cannot indicate that 
infantile rickets is merely dependent on 
a deficient phosphorus supply, for we 
know that cow’s milk contains approx!- 
mately five times as much phosphorus 
as woman’s milk and yet we see rickets 
far more frequently in the bottle-fed 
baby. Furthermore I have shown re- 
cently (8) that the woman’s milk upon 
which the baby develops rickets has the 
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same inorganic phosphate content as 








that upon which the baby thrives nor- 
mally. 

These experiments on the rat are, 
however, of the greatest importance 
for we find their clinical analogue in the 
work of Howland and Kramer (9) who 
report the inorganic phosphate contents 
of the blood serum markedly reduced 
in babies with active rickets, and this 
finding I (8) have, among many others, 
corroborated. Furthermore Hess and 
Gutman (10) have, shown that this con- 
stituent of the blood rises as the rickets 
heals. To this group Howland has giv- 
en the name “low-phosphorus Rickets”, 
as contrasted with other cases in which 
the blood shows a slightly reduced cal- 
cium content, which he calls “low-cal- 
cium rickets.” In the experimental 
animal, however, a low calcium diet 
leads not to typical rickets but to osteo- 
porosls. 

Let us leave for a moment the salt 
constituents of the diet and turn to the 
knowledge we have gained from a ther- 
apeutic measure, namely the adminis- 
tration of cod-liver oil. A great many 
years ago Kassowitz recommended the 
use of cod-liver oil in the treatment of 
rickets and he combined with it phos- 
phorus. His use of it was entirely em- 
pirical. The followers of Mellanby use 
it because it was found to contain in 
highest potency what they call the 
“anti-rachitic vitamin.” We use it be- 
cause we know that it increases calcium 
and phosphorus retention in the body 
and above all because it is a specific cur- 
ative and preventive of rickets. What 
is the substance in cod-liver oil that 
cures rickets? Several attempts, have 
been made to isolate the chemical sub- 
stance, the nearest approach being that 
of Zucker and his associates (11) who 
demonstrated that the anti-rachitic sub- 
stance lay “in the ether-soluble, unsa- 
ponifiable fraction after alkaline hydro- 
lysis.” Let us call that substance X and 
ask ourselves: are there any other foods 
containing it? Butter fat and green 
vegetables probably contain it, tho in 
such small amounts that they have no 
therapeutic value as ordinarily given to 
infants. There is perhaps no more 
striking example of a cure than that 
which follows the administration of cod- 
liver oil and which can be beautifully 
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seen in serial X-ray pictures of the 
epiphyses of the long bones. 

In 1919, Huldschinsky (12) reported 
that the ultra-violet ray exerted a cura- 
tive action in rickets, tho he had been 
preceded by Palm (13) who in 1890 ap- 
preciated the value of sunlight and was 
a staunch exponent of its use for the 
eradication of the disease. Later Rac- 
zynski (14) in 1912, wrote “that it is 
the sun which plays the principal role 
in the etiology of rickets” and supported 
his claim with studies on the mineral 
metabolism of puppies as influenced by 
sunlight. This work has more recently 
been confirmed by a host of investiga- 
tors and the curative action of the sun’s 
rays has been demonstrated by the 
X-ray, blood chemistry and clinical ex- 
amination. Huldchinsky’s discovery 
that it is the ultra-violet end of the sun’s 
spectrum which causes lime salts to be 
deposited in the bones has_ received 
abundant corroboration both here and 
abroad. 


Hess and Ungar (15) have made use 
of the ultra-violet rays of the carbon 
are light to prevent and cure infantile 
rickets, and these investigators together 
with Pappenheimer (16) were success- 
ful in preventing rickets in the rat ty 
exposures to the mercury vapor quartz 
lamp. X-ray therapy has failed to ex- 
ert a similar curative action. 


Of what significance are these cures 
in the consideration of the etiology of 
rickets? Let us see. Rickets, as is well 
known, occurs mostly, if not exclusively, 
in the winter months when babies are 
largely deprived of sunlight. Further- 
more the sun’s rays are not as intense, 
nor do they contain the same quantity 
of ultra-violet rays in winter as they 
do in summer. Hess and Lundagen 
(17) have very recently shown ina 
chart, derived from the New York Me- 
teorological Observatory, that the Sun’s 
spectrum contains in arbitrary units 
zero units ultra-violet rays in Novem- 
ber, December, January and February 
and 1000 units in May, June and July. I 
reproduce here the chart taken from the 
above quoted article. 

These ultra-violet rays in order to be 
effective must penetrate, and they do 
penetrate, the skin. And so we find 


here the probable explanation of the 
fact that negroes with their deep pig- 
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ment layer beneath the skin and the 
dark-skinned Italian are so prone to 
rickets when removed from their natur- 
al habitat. In Africa the negro goes 
about naked and obtains the maximum 
beneficial effect of sunlight and rickets 
is there unknown. In sunny Italy the 
Italian, likewise, spends most of his 
time out of doors and rickets is rare. 
When these peoples, however, come to a 
temperate zone, as in this country, are 
forced to wear clothes and are closely 
housed, they lose the protective action 
of the sun to a very great extent and 
almost 100 per cent of negro and Italian 
babies in the north develop rickets. Cod- 
liver oil can, however, take the place of 
sunlight in preventing and curing rick- 
ets, for, as mentioned above, it exerts 
the same influence over the mineral 
metabolism of the body as do the sun’s 
rays. 

In the consideration of the pathology 
of rachitic bones and cartilage there 
would seem to be four possibilities to 
account for the failure of proper ossifi- 
cation. First, that there is a deficient 
calcium supply in the diet or a failure 
of absorption of a sufficient supply; 
second, that there is an alteration of the 
form of the blood calcium, making it 
less available for the normal formation 
of bone; third,, that there are absent 
intermediary products, possibly of the 
ductless glands, possibly of salts, parti- 
cularly phosphates, which are necessary 
for the deposition of calcium in the 
bones; and fourth, that there is an al- 
teration, chemical or structural, in the 
osteoid tissue and provisional cartilage 
cells or matrix, such that calcium, even 
tho it may be supplied in sufficient and 
proper form by the blood, cannot be tak- 
en up by these cells. Or there may be 
a combination of any or all of these 
possibilities. 

That there is no deficiency in the diet 
of calcium we know to be true for the 
artificially fed baby, and I am now in- 
vestigating the calcium contents of 
woman’s milk in connection with rickets. 
My results will be reported later. To 
the second possibility, namely, that 
there is an alteration in the form of the 
blood calcium, I (18) directed particu- 
lar attention two years ago while work- 
ing in the pathology laboratory of Co- 
lumbia University. I found that there 
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was no alteration in the normal relation 
between dialyzable or available calcium 
and the non-dialyzable or protein-com- 
bined calcium in the blood serum of in- 
fants with active rickets. The third 
possibility is now under critical investi- 
gation in many laboratories throughout 


the country, while the fourth has not J 


been touched upon. 


A great many attacks have been made © 


on the endocrine glands as causative 
factors, but mostly with negative re. 
sults. Recently, however, Pappenheimer 


and Minor (19) have shown in a large | 
series of cross-sections of parathyroids 7 


of rachitic and non-rachitic infants, that 
there is a very definite hyperplasia of 
these bodies in the rachitic cases. Stud- | 
ies of the thymus, thyroid and other 


ductless glands have led to no positive 7 
this J 
parathyroid hyperplasia in rickets may f 


conclusions. What significance 
have we are not in a position to state 


at the present time. 


. . . t 
I have said nothing about predispos- 
ing and contributory causes of rickets 


and I will only mention that prematuri- 4 
ty is the foremost of these. As regards 


congenital rickets, I think we are now 


in a position to state that it does not § 


exist, for Schmor] (20), the greatest 


pathologist of our times, investigated 7 


the ribs and long bones of the extremi- 
ties of more than 100 infants 
either at term or prematurely, without 


once finding evidences of the disease. 
The earliest age a’ which he was able to §f 


find rickets 


was one and _ one-half | 
months. j 


To sum up: we can say that the grvat- 7 
est advance in the rickets problem has | 


emanated from the laboratory within 
the last half-decade; that investiga- 


tions both here and abroad are bringing | 


more sharply into focus the importance 


of sunlight and the ultra-violet rays of 7 
artificial light and the substance or sub- 7 


stences in cod-liver oil which exercise 
such a profound influence over the cal- 
cium and phosphorus metabolism of the 
body. 
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HEADACHES WITH REFERENCE TO 
SOME PHASES OF REFRACTION. 
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The eye, as an optical instrument may 
be said to consist of a nearly rigid 
spherical capsule with a bull’s eye (the 
cornea) in front, the capsule being filled 
with a liquid of uniform optical density 
(the aqueous humor and the vitreous), 
in which is suspended a lens of adjust- 
ble focus. Between the bull’s eye !ens 
in front and the suspended lens behind 
is stretched a diaphragm (the iris), 
which acts as a stop to cut off the peri- 
pheral, irregularly refracted rays. This 
stop works automatically, its aperture 
(the pupil) contracting whenever the 
illumination becomes too intense, and 
dilating when the illumination beco2i¢s 
too feeble. The lens is made up of 
strata varying in optical density from 
depth to depth. If in such a structure 
we connect all the points whose index 
of refraction is equal, we get what is 
called an isoindicial substance. 

The function of the refractive media 
of the eye, which form a part of the en- 
veloping or protective system of the lat- 
ter, is so to conduct and concentrate the 
light that impinges on it as to set up 
appropriate stimuli in the sensory or- 
gan proper (the retina). The eye 


which is composed of these two struc- 
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tures, one subserving nutrition, protec- 
tion and conduction; the other subserv- 
ing sensation constructed upon the prin- 
ciple of a camera obscura. This consists 
of a box, blackened on the inside, the 
anterior wall of which contains a strong 
convex lens, which throws upon the pos- 
terior wall an inverted image of the ob- 
jects that happen to be in front of the 
camera. In the human eye, we find 
instead of the convex lens quite a num- 
ber of refracting substances, namely the 
cornea, aqueous humor, lens and vitre- 
ous and instead of the posterior wall, the 
retina which not only receives the im- 
age, but at the same time perceives it. 
Hence a diminution of visual power 
may be produced by two different caus- 
es; either the conductive apparatus of 
the eye is defective, so that a sharp im- 
age is not thrown upon the retina, or 
that retina (the sensory) is at fault so 
that the image is not properly perceived. 
In order to throw a sharp image upon 
the retina, the conductive apparatus of 
the eye must fulfill two conditions. In 
the first place, the refracting media 
must be perfectly transparent; hence 
opacities of the cornea or lens, chanes 
in the consistency of the aqueous or vi- 
treous, make distinct vision impossible. 
The second condition is that the refrac- 
tive power of the media be such that 
they project an image of external ob- 
jects which is both perfectly distinct 
and lies at the same time precisely upon 
the retina. Thevariations from this 
rule, we designate as errors of reflec- 
tion and accomodation or Ametropia. 
Headaches may emanate from the 
eyes, even when the eyes are not really 
diseased but simply subjected to strain 
as in ametropia. The physician should 
should always think of the eyes as a 
cause in frequent headaches especally 
if there is nothing in the history of ex- 
amination in general to account for 
them. The headache is easily rec vg- 
nized as a Eye Headache if the eyes are 
inflamed, styes, weeping, sensitive ‘to 
light or to pressure; but in those cases 
of headache, in which the eyes present 
no external signs, are due to errors of 
refraction, mainly hyperopia, astigma- 
tism; anomlies of accomodation, or dis- 
turbance of muscular equilibrium. These 
headaches come on after undue or pro- 
longed exertion of the eyes» They are 


usually relieved by sleep, but in some 
cases are present upon first awakening, 
if after prolonged use of the eyes the 
night before. They are infrequent in 
young children, but present thems:lves 
in the study age from 10 to 20 years, 
when to the stress added by study are 
added the nervous disturbances caused 
by the developmental growth of the 
body as well as the eye. 

Another form of headache is the Pan- 
orama headache brought on by looking 
at a series of moving objects and is usu- 
ally due to uncorrected errors of refrac- 
tion. 

Neurasthenics may have headaches 
referred to the eyelids, to the eyes, or 
behind the eyes due to eye strain ard 
they may be brought on by even slight 
exertion of the eyes and are not brought 
on by prolonged use of the eyes as in er- 
rors of refraction. 

Another form of headache is the head. 
ache of Prodromal glaucoma, and it is 
this terrible disease which usually conies 
on so insidiously and progresses sc grad- 
ually, that the patient may not be aware 
of anything but failing sight, and seek 
aitention after it is too late. This dis- 
ease (Glaucoma) is hardening of the 
eyes, increase in tension until optic 
atrophy and blindness set in for which 
there is no cure. It is therefore essen- 
tial that the general man be on the look- 
cut for this disease, as it is to him they 
first come for the relief of the headache, 
in the early stages. The headaches 
come on in the afternoon or evening and 
may be brought on by any excitement as 
shopping, company, theatres, etc. It 
is usually relieved by sleep, but may be 
so severe as to prevent sleep. If seen 
after the attack the eyes will usually 
reveal nothing; but when seen in the 
attack, the striking shallowness of the 
anterior chambers will be noted. In their 
absence a careful and precise history 
can be elicited especially if the attacks 
have gone on for some time. The head- 
aches are almost absent in summer, but 
recur in winter; infrequent at first, but 
recurring more frequent, severe and of 
longer duration. ‘The headaches are 
associated with a clouding of sight, and 
the appearance of colored rings or hal- 
oes around electric or candle light. The 
last symptom cannot be laid too much 
stress on. We may find typical glau- 












comatous excavations of the optic nerves 
and arterial pulsation of the central 
, retinal artery upon slight digital pres- 
e sure. It is amazing the relief that can 
n be obtained within 15 to 30 minutes by 
) the instillation of a 1-2 per cent eserine 





s, or a 1 per cent pilocarpine solution in 
"e the eyes. In these cases of headaches 
d due to glaucoma, we do not prescribe 


1¢ |) glasses, but we make them stop all near 

work if possible, and these cases have 

n- 1} to be under observation of an oculist 

often for years if we use therapeutic 

u- |) measure as miotics, and then if these 

C- fail to control the attacks, operative 
" measures may have to be instituted. 

es I Asthenopia or weak sight may be de- 

or / fined as a sense of strain and weariness 

‘| that is set up by the use of the eyes, and 

ht |) the patient describes it as the eyes give 

ht |) out. It may occur alone, Asthenopia 

zy. @& simplex; with pain, Asthenopia Dolens; 

" with headaches Asthenopia Cephalal- 

. |) gica; with irritation, redness and burn- 

| | ing of the eyelids Asthenopia Irritans. 


bs: dn Asthenopia Cephalalgica, the head- 
ry aches may be accomodative, errors of 
re refraction, hyperopia and astigmatism ; 
ek or muscular disturbances of the exterior 
* muscles of the eye; neurasthenia ; photo- 
~ genous, caused by excessive or improper 
tic illumination; or reflexly produced by 


ch morbid conditions of other organs as 
the nose and its accessory sinuses, teeth 
sk. te et cetera. 

" The asthenopic headaches due to 2r- 
he rors of refraction or muscle disturban- 
' ces are the commonest of all eye discr- 
nd | ders and the symptoms are most amen- 
able to treatment, either by the correct- 
It | ion of the refraction or by eye hygiene 
be i 48 proper working illumination or re- 
nen moving the cause of the asthenopia. The 
lly tm types of the various errors of refraction 
the fm 2nd how they produce headaches will be 
the @ ‘ken up more in detail. 

eir Emmetropia or normal sightedness is 
ory that condition in which the eyes can 
oks focus either for far or near and cause 
oi the points of the object to be clearly and 
but distinctly received and precisely placed 
but j UPon the retina without the aid of a cor- 
| of recting glass. Only 15 per cent of eyes 
are this way at birth, and at the age of 


2. 








a 20 the number has reduced to about 5 
hale fm Per cent after the development of the 
The move has been completed. This shows 
uch j What a small per cent of the eyes are 





actually normal, but not all abnormal 


lali- 
eyes give trouble. 
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Hyperopia or farsightedness of the 
eye which is shorter than the norma) 
eye. 80 per cent of infant eyes are hy- 
peropic at birth and as the eyes grow 
with the rest of the body, at about the 
age of 20 the number is reduced till 
about 48 per cent. The eye of the new- 
born is very short in length; the cornea 
has about the same curvature as that of 
the adult but the lens has almost twice 
the curvature of that of the adult. This 
and the short diameter account for the 
hyperopia. 

The rays coming from infinity or 
parallel, but which in our tests we use a 
distance of 20 feet, do not focus on the 
retina but are carried behind it due to 
the shortness of the eye, in a hyperopic 
eye. To see for far or near they must 
accomodate. Accomodation may be des- 
cribed as the ability to focus for near 
and it is commonly accepted as being 
brought about by the action of the cili- 
ary muscle which contracts and allow 
the lens to become more convex. This 
brings the rays more sharply to a focus, 
or a nearer focus. The more the lens 
becomes curved or convex, the nearer 
the focus. 

A normal eye must accomodate to see 
close by or for near work and the accom- 
odative power of the ciliary muscle in- 
creases up to the age of 10 years, and 
then recedes until between 40 and 45 
years of age, it is practically gone. This 
is why most people need a glass to read 
with after the age of 40. This age when 
accomodation is gone is called Presbyo- 
pia. 

The hyperope has to use his accomo- 
dation for far to focus the rays on the 
retina and he has to use more than a 
normal eye for near work, so the aver- 
age amount of accomodation being pres- 
ent in all eyes regardless of their nor- 
mality or abnormality; he always has a 
deficit in his accomodation. This is 
what causes the headaches after pr..- 
longed use of the eyes; the tiring of the 
ciliary muscle. 

Myopia or near sightedness, 5 per cent 
of eyes at birth are myopic and this in- 
creases more rapidly until about the 
age of 16 when it becomes stationary. 
At this age the percentage of myopes 
have increased to about the same as 
hyppropes or 48 per cent. If after the 
age of 16 the myopia still continues to 
increase, it is then caled progressive or 
Pathalogic myopia. The myopic eye 
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is longer than the normal eye, and con- 
sequently objects have to be closer than 
in the normal or hyperopic eye to be 
focused distinctly on the retina. If the 
objects are too far away, the rays come 
to a focus before the retina is reached 
and then instead of being perceived as 
distinct points are seen as blurred ones 
or what are called diffusion circles. To 
see better, myopes blink the lids, thus 
reducing the size of the palpebral aper- 
ture, making them slit like. It may be 
compared to looking at objects thru a 
pinhole, which even to a normal eye 
makes objects more distinct. Myopes 
see very well close by, or near objects; 
so therefore they require less accomoda- 
tive power than a hyperope or normal. 
The result is that Presbyopia is very 
often delayed or may not be present at 
all. This explains why some _indivi- 
dauls can live to a very ripe old age, and 
never require glasses for reading pur- 
poses. Individuals who have lenticular 
changes, early formation of cataracts 
may. become myopic, then they are able 
to dispense with their reading glasses 
until the cataracts grow so much as to 
interfere markedly with vision. Myopes 
as a rule suffer little with headaches 
unless the error is large or complicated 
with astigmatism. It is, however, 
necessary to correct myopia in youth to 
prevent any chance of it becoming pro- 
gressive after the developmental age. 
For in real progressive myopia the indi- 
vidual is always in danger of complete 
blindness from myopic changes in the 
choroid or retina, or from detachment 
of the retina. In high errors of myopia, 
the vision may be so indistinct that 
glasses have to be prescribed for even 
imperfect yision for far or near. 


Astigmatism. All eyes have some 
astigmatism due to the complicated 
course all refracted rays take and their 
consequent failure to focus sharply. 
That is why a star is always pictured 
as having several projecting points, 
while as a matter of fact it is round. 
In astigmatism all the rays coming from 
an object do not focus sharply upon the 
retina at the same time; in hyperopic 
astigmatism some of the rays fall be- 
hind the retina, others directly upon it; 
in myopic astigmatism some of the rays 
come to a focus before the retina is 
reached, and only some reach the retina 
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precisely. Astigmatism may be alone, 
but in most cases it complicates myopia 
or hyperopia, and is called compound 
hyperopic or myopic astigmatism. In 
other cases, the rays fall both behind 
and in front of the retina, and not on 
the retina, and is then known as Mixed 
Astigmatism. 


Astigmatism is also classified into 
Regular and Irregular; the former is? 
physiologic and it is when the regularity 
of the objects shape predominates over|7 
the irregularities, so the irregularitiea) 
are negligible and can be corrected with?) 
glasses; the irregular astigmatism usu. 
ally pathologic due to opacities or patho-} 
logic changes in the conductive appar-7 
atus of the eye, and the images are™ 
always distorted as looking through a) 
badly made window pane at objects out-§ 
side. This form is not corrigible to 
glasses. An exception to this is the 


astigmatism that forms after cataract! 
section and is amenable to correction])y 
by glasses. : 

Astigmatism is either congenital or 7} 
acquired rather early in life. It change} 


little up to the age of 50, then it may 
increase or change its axis. Most of the! 
regular astigmatism is due to variations} 
in the curvature of the meridians or 
axes of the cornea from the average} 
normal curvatures. The principal meti- 
dians are based upon the radii of a cir-} 
cle and spoken of as vertical or 90, 
and horizontal or 180. The lens is less 
responsible for astigmatism, and is only ® 
compensatory for the change in the 
curvature of the cornea. Astigmatism! 
usually affects both eyes, but not to the” 
same degree, but the principal meridians) 
are symmetrical. Headaches are a very} 
frequent symptom of astigmatism, even| 
in very slight errors at times, and often} 
the headaches are out of all proportion 
to the amount of astigmatism. This is} 
due to the distortion of vision due to thet 
shape of the diffusion images, none are 
sharply focused upon the retina. The 
individual is always trying to see the 
whole object, but can’t and has to use 
his accommodation to see first one part, 
then the other parts and this continuous 
rapid adjustment of the accommodation, 
tires the ciliary muscle and headaches 
ensue. This is very true if prolonged 
use of the eyes is resorted to. The treat 
ment is by refraction and eye hygier’. 
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Each eye has six muscles externally 
opial and these are supplied by three differ- 
und ent cranial nerves, and together the 

Inf eyes have twelve muscles, some of which 


lone, 





hind are antagonists, others are helpful or 
t on™ increase the action; while still other 
ixedi only act as adjuvants in some positions 

and are antagonists in other positions. 
into! The directions in which the eyes may be 


ry jg) moved are so numerous, and the whole 
irity!) muscle system of the eyes are so com- 
over}. plicated that one wonders why there are 







ities) not more cases of headache due to dis- 
with), turbed muscular equilibrium. 

usu. When we direct one of our eyes 
itho-) towards an object to see it distinctly as 
par-") possible, we are said to fix or fixate 


are’) that object. The macula or fovea cen- 
) tralis is the most sensitive portion of 
the retina; hence in performing fixa- 
tion, we normally and unconsciously 
direct the eye, so that the image falls 
iract/} upon the fovea. In the majority of 
ction) cases if one eye fixates an object with 

| its fovea, the other eye will do so too. 
il or » The whole extremely complicated 
mechanism of muscles and nerves with 










nges § 
me which the two eyes are supplied is de- 
f thems signed primarily to move the eyes that 
tionsys they shall both be directed accurately 
s orm to the object we wish to see, and that 
ragely each eye shall receive the image of that 
neri-)_ Object precisely upon the fovea. This 
. cir-t) is called Binocular Fixation, and the 
- 9),/ movements of the two eyes are co-ordi- 
; Jessi nated to do this. 
only In the normal condition, both eyes 
. theif must not only fixate the object when 
itism)§ they are open, but the eyes must be 
o the) straight when one of the eyes is closed. 
dian} When one eye deviates when covered, 
very|§ either turning in, out, up or down, this 
eveniy denotes a muscle insufficiency or 
often)§ Heterophoria. The normal muscular 
rtion§ equilibrium is called Orthophoria. 
1is ist In the third class only one eye is 
o thef} straight at a time, even when both eyes 
e aremy are open, and this is called Heterotropia, 
The Strabismus, Cross Eye or Squint. 
e the It is in the second class or Hetero- 
o use Phoria (tendency to), or Muscular in- 
part,@ sufficiency that we have headaches so 
juous Often, and this is particularly true in 
ation, the heterophoria of the vertical or 
aches Oblique muscles of the eyes. We have 
ynged numerous tests to determine which 
rreat-@ muscle or muscles are involved, and it is 
tier’. the routine practice of every opthamolo- 
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gist (not the optician or optometrist) to 
take the muscle balance in refracting 
cases both before and during the drops, 
or in cases where he believes the head- 
aches to be due to muscular imbalance. 
This information is used in the basis of 
prescribing glasses, which may be ac- 
companied by muscle exercises or the 
exercises alone to strengthen the weak- 
ened muscles. 


In the Heterotropias or Squints, they 
usually appear mainly in childhood dur- 
ing the developmental age, and espe- 
cially after an infectious toxic or conta- 
gious disease, but produce little head- 
aches, for the child soon learns to disre- 
gard the improperly focused image with 
the deviating eye, and only uses the non- 
deviated eye. This is why the deviating 
eye becomes amblyopic or decreased 
vision due to non-use. It is essential to 
refract these children early, not for the 
symptoms, but to preserve the vision in 
the deviating eye, and very often glasses 
may correct the physical defect without 
operative measures. Very aften the 
vision in the deviating eye may be im- 
proved by covering the good eye, thus 
making the deviating eye bear the brunt 
of seeing, and thus develop its power. 

Strabismus coming on suddenly in 
adults is usually paralytic and in the 
idiopathic cases most of them are lue- 
tic. They suffer with headaches be- 
cause of the diplopia, due to the improp- 
erly focused images of the deviating eye. 
Refraction is not indicated in these 
cases until after some months, for the 
deviation is often corrected by remov- 
ing and treating the cause. 

In squint coming on after the loss of 
almost all or entire sight in one eye, 
is the effort of Nature to throw out the 
disturbing elements so that the good eye 
will not be bothered, with the blurred 
and faulty image of the poor seeing eye. 
This squint gives no trouble and cannct 
be corrected by refraction and only ap- 
proximately by operative methods. 

These are only a few of the disturb- 
ances of refraction, accommodation or 
muscular equilibrium which may pro- 
duce headaches, and nearly every physi- 
cian knows the miraculous cures affect- 
ed by proper refraction and hygiene of 
the eye. This paper is also a plea for 
the physician to be on the alert for early 
glaucoma, so that it may be treated and 
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vision preserved or bettered, before 
changes take place which ultimately lead 
to incurable blindness. 





A CASE OF SILENT CALCULOUS PYO.- 
NEPHROSIS.* 


By HERMANN B. GESSNER, A. M., M. D., F. A. C. S. 
New Orleans. 


(A contribution from the Surgical Depart- 
ment of the Tulane University School of 
Medicine. ) 

The object of this paper is to report a 
case in which, notwithstanding the 
efforts of medical men armed with the 
equipment of a good hospital, a diagno- 
sis was arrived at only at autopsy. 

M. B. H., aged 61 years, was taken ill 
on Wednesday, November 22, 1922, com- 
plaining of what she called a “terrible” 
backache; this caused her to be put to 
bed at once. On the 23rd she com- 
plained of “awful” pains in the abdo- 
men; she vomited; passed bloody-look- 
ing urine; was given an enema which 
was quite effective. There was severe 
pain in the abdomen on the 24th, both 
sides involved, but especially the left; 
vomiting occurred again; the urine was 
still bloody-looking; the bowels moved 
by enema. Morphine was given twice 
on this day. 

November 25th she was still suffer- 
ing with abdominal pain; no vomiting; 
urine less bloody-looking; enema given 
with good results; morphine given once 
this day. 

November 26th, Sunday, she was 
brought into New Orleans from Coving- 
ton, requiring a hypodermic of mor- 
phine on the way for epigastric pain. 

Examination at Touro Infirmary this 
day showed the thorax negative except 
for a few dry rales at the right base. 
The abdomen was distended, but not 
rigid; there was tenderness above and 
on both sides, less below. Vaginal and 
rectal examinations negative. Urine 
examination negative. Total leucocyte 
count 15,500, with 87 per cent neutro- 
philes. Blood pressure 140-80. Tem- 
perature 101° rectal. 

The previous history was negative 
aside from an attack of jaundice with 
gall-bladder pain some five months pre- 
viously. 

Believing that operative interference 


*Read before the Orleans Parish Medical Society, 
May 6, 1923 


was contra-indicated by the absence of 
abdominal rigidity, by the diffuse char. 
acter of the pain and by absence of 
localization, as well as by the exclusion 
of obstruction through the efficiency of 
the enemas given, I called Dr. Randolph 
Lyons in consultation. We had a fluoro. 
scopic and skiagraphic study made of 
the chest and gastro-intestinal tract, the 


latter in connection with an opaquef 
enema and a barium meal. The find 
ings showed certain changes in the} 


chest and colon which were of no par. 
ticular interest and did not advance the 
solution of our clinical problem. 

Three examinations of the urine, with 
special reference to the presence of 


blood, were all negative. Blood counts, % 
9 in all, showed a range of leucocytes 


from 15,000 to 22,000, with a percent- 
age of neutrophiles ranging from 85 to 
89. Rectal temperature ranged at first 


between 99° and 101°, went to 103.87 
on December 3, then ranged between | 
102° and 103°, finally reaching 104° on 
December _9. The abdominal pain | 


which was a notable feature of her vase 
throughout was at times colicky, with a 
desire to go to stool. Sodium sulphate 
was given twice, with good results. A 
review of the bowel movements show: a 
total of 48 movements in 14 days, a little 


over three a day, including the results} 


of enemas and saline purgatives. 
December 7th the patient was seen by 
Dr. Rudolph Matas, who saw no indica- 
tion for operation. 
December 8th, the seventeenth day of 


illness, examination of the lungs re J 
vealed consolidation of both lungs. Or 
the same day phlebitis in the right leg | 


appeared, with severe pain. 


Death took place December 10th, onf 


+he 19th day. 


Autopsy, held by Dr. J. A. Lanford, } 


revealed an accumulation of pus esti- 
mated at 1,000 c.c. lying between the left 
kidney, the spleen and the omentum, 
which bounded it on the right. The in- 
fection had evidently come from the left 
kidney, which was firmly embedded in 
adhesions, its upper portion forming 
the floor of the abscess cavity. On see- 
tioning, this kidney was found to be the 
seat of a pyelonephritis, which had 
largely destroyed the function of the 
organ. The pelvis presented a large 
stone (1-4 by 3-4 inches), blocking the 
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ureter, and was distended. The gall- 
bladder contained several stones vary- 
ing in size from a pea to a marble. Both 
lungs presented evidence of pneumonic 
consolidation. 


COMMENT. 


Looking back over this case we find 
certain evidence on which the diagnosis 
might have been made, though this was 
Snot strong or conclusive. One bit of 
™ evidence was the pain in the back, de- 
"scribed as “terrible backache,” which 
= was complained of on the day of onset, 
but not again during the remaining 18 
days. Another was the bloody-looking 
urine reported by the practitioner in 
charge of the case as occurring on the 
» first three days following the onset, but 
= not present thereafter in the gross, nor 
confirmed b:) the microscopic examina- 
tions. No doubt the jamming of the 
stone into the apex of the pelvic funnel 
eccounts for the complete absence of 
pus and blood from the urine. Re-ex- 
» amination of the X-ray pctures after 
» the autopsy showed the shadow of the 
stone very clearly. It may well be that 
a more careful study of the films, 
although taken with reference to the 
gastro intestinal tract, would have 
shown the shadow to the trained ob- 
server and directed attention to the in- 
fected kidney. 

One naturally thinks of an explora- 
tory operation as a helpful procedure in 
such a case. Had one been done it 
would have directed to the epigastrium 
and to the gall bladder region because of 


“™ the history of trouble here some five 


months previous. Nothing had oc- 
curred to attract attention to the left 
upper quadrant where the large pus ac- 
cumulation lay silent. 





THE CHARITY HOSPITAL OF LOUISIANA. 
By ALBERT E. FOSSIER, A. M.. M. D. 


(Continued from last issue.) 


The present site of the Charity Hos- 
pital was selected jin 1832, and the 
building was completed during the win- 
ter of 1833. The cost of construction 
and the grounds amounted to approxi- 
mately $150,000.00. This magnificent 
edifice, which is fast approaching its 
doors and inaugurated its long service 


a 


*The author is not responsible for phraseology of 
quotations, as they are talien verbatim from text. 


centenary, stands to-day practically the 
same as on the first day it opened its 
to suffering humanity. Some subse- 
quent changes of a minor character 
shall be referred to later. 

Even at this time it stands as a model 
of Hospital architecture for this cli- 
mate; its high ceilings, long and wide 
halls, numerous large outside openings, 
spacious verandas, give it sufficient 
ventilation, make it cool in summer and 
at all times cheerful. These are essen- 
tials of construction not usually found 
in more modern institutions. 


In the Historical Epitome of the 
State of Louisiana, with an Historical 
Notice of New Orleans. Views and De- 
scriptions of Public Buildings, etc., etc. 
Published in New Orleans in 1840 is the 
following: “In the year 1815 the build- 
ing now occupied by the Legislature and 
Officers of the State was finished and 
opened as an hospital for patients, who 
were received here; the great increase 
of the population of the city, rendered 
a large and more commodious edifice 
necessary; which was . accordingly 
begun A. D. 1831 on the square of 
ground bounded by Gironde, Gravier, 
St. Mary and Common streets, and com- 
pleted so that the patients were re- 
moved thither in the winter of 1833-34. 
Mr. Hemlhill was the architect and 
builder, and the whole was completed at 
a cost, including the land, of $149,- 
750 83. About the same time the old 
building was sold to the State for the 
sum of $125,000, payable in bonds, hav- 
ing 50 years to run, at an interest of 5 
per cent per annum. The “New Charity 
Hospital” so-called, is a building of 
great size, being about 290 feet in its 
total length, and three stories high. It 
is composed of a corps of loges opening 
into a spacious hall, intersected at 
right angles by another running length- 
wise of the building on which the wards 
open. From this hall access is had by 
broad stairs to the upper stories which 
are similarly divided, and thus to the 
cupola from which there is a magnifi- 
cent view of the city and environs. The 
lower story is occupied by the Library, 
Physicians’ Room, Surgeons Room, 
Medical College, Lecture Room, etc., and 
the second and third stories into wards 
for the patients, twenty-one in number, 
as also into four other apartments de- 
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signed as such; but owing to the plan 
not being carried out, now used one 
as a chapel and three others for the ac- 
commodation of the Sisters of Charity; 
who with noble benevolence here passed 
their lives in attenance and kind office 
to the indigent sick. It is calculated to 
hold 540 patients.” 


The second floor was appropriated to 
the use of female patients and was di- 
vided as follows: a ward for women of 
good character, another for those of 
bad, and also one for the exclusive use 
of surgical and obstetrical cases. The 
grounds around it were enclosed with 
a substantial brick wall and were hand- 
somely improved and always very neatly 
kept. 

The Sisters of Charity inaugurated 
their long period of admirable devotion 
to the sick and afflicted on January 6, 
1834. For over 89 years they have 
given uninterrupted altruistic services 
to the Charity Hospital. Too much can- 
not be said in praise of these pious 
religieuses, who spurning all mundane 
glory, dedicate their lives to unrelenting 
toil for the alleviation of suffering, and 
who have braved pestilences and epi- 
demics and even risked existence itself 
for the devoted love of humanity. Such 
sublime sacrifice and renunciation of 
the comforts and pleasure of this world 
in the interest of the suffering poor, is 
only possible with those whose vocation 
is a religious one, and who have conse- 
crated their existence to the greater 
glory of their Creator. The services of 
the Sisters of Charity are indispensable 
to the Charity Hospital and their value 
cannot be appraised merely in monetary 
terms. The respect they command is 
an incentive to a greater discipline and 
a stimulus to more energetic work from 
their subordinates. In actual work, in 
enforcing economy, in preventing waste, 
their services have been invaluable, and 
their scrupulous management of the 
domestic and nursing department, has 
been the leading constituent in the suc- 
cess of that institution through nearly 
a century of uncertain revenues and in- 
adequate appropriations. Succeeding 
Boards of Administrators have recog- 
nized and publicly acknowledged the 
moral weight and the great economic 
worth of these ladies in the manage- 
ment of the Hospital. 


New Orleans grew by rapid strides; 
the population in 1830 was 49,826, off 
which 28,530 were whites and 21,280 
were negroes; ten years later, in 1840, 
it had increased to 102,204. It is re 
corded that: “It was very nearly made 
up of Americans, French, Creoles, and 
Spaniards, together with a large por. 
tion of Germans, and a good sprinkling 
of almost every other nation of the 
“lobe.” 


The death rate was extremely high, 
and the census would have shown a still 
greater increase in population had the 
city been in better sanitary condition;| 
it was believed that about five hundred! 
immigrants died every year through the 
so-called acclimatizing process. 


The first issue of the New Orleans) 
Medical and Surgical Journal, published | 
in May, 1844, contains the following 
description of an insane asylum, “a de. 
partment of the Charity Hospital,” 
which shortly afterwards ceased to] 
operate: “In the rear of the main build. 7 
ing is the lunatic asylum, built by an 
appropriation of the Legislature in 
1841. The building is 103 feet long by 
35 feet broad, and three stories high. A 
gallery extends the whole length and 
height of the house in front, and affords 
a fine promenade; a passage of 9 feet 
wide runs through the whole length of 
the building on each floor. On each side 
of these passages, the rooms open, 38 
in number, well supplied with light and 
air, and with doors and windows well 
secured. The stairs run up at the end 
of the house, and occupy but little space. 
At the opposite end from the entrance, | 
on the ground floor, is the bathing § 
room, in which is to be found an admir- § 
able apparatus for the shower bath, the 
use of which is so often required in the 
treatment of mental diseases. The third 
story of the Asylum is divided into two 
spacious sleeping apartments. At each 
end of the building are _ spacious 
arbours, which are covered with 
vines, affording an admirable «le 
in warm weather. These with 
the grounds immediately around the 
Asylum, are well adapted for exer- 
cise in the open air.” This building oc- 
cupied by the insane was converted, in 
1849, into a department for female 
patients, and is to-day the colored 
female building. This change inaugu- 
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rated the total segregation of the female 


® from the male patients, an arrangement 


always desirable in a large establish- 
ment of this kind. 

From the same Journal the following 
glimpse of the internal management and 
its relation to its visiting staff is avail- 
able: 

“Previously, in 1843, the Board of 


» Administrators elected annually four 
» Physicians, one Visiting Physician, and 
> a House Surgeon, to perform the profes- 


sional services of the Hospital for 12 
months; who had their duties prescribed 
and received a small compensation. At 


© the session of the Legislature in Janu- 
ary, 1843, the Professors of the Louisi- 


ana Medical College petitioned that 


;/) body to grant them a certain portion of 
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the public square, on which to build a 
College Edifice; in consideration for 
which privilege they offered to render 
all the necessary professional services 


)) to the Charity Hospital for the term of 


ten years, free of charge. As soon as 
the other physicians of the city became 
apprized of the movement, they at once 
sent to the Legslature a counter-peti- 
tion, numerously signed, protesting 
against the prayer of the Professors, so 
far as related to the granting the ex- 
clusive attendance of the Hospital, but 
making no other objection to any other 
aid the Legislature might think proper 
to extend to the Medical College; 
they likewise agreed to attend 
the Hospital gratis. The result 
was that the Legislature -very prop- 
erly granted the Professors a site for 
a College Edifice, and held them bound 
to attend the wards of the Hospital for 
the next ten years, provided they should 
be called upon; but that they should be 
entitled to no preference in the election 
of attending Physicians and Surgeons, 
by the Board of Administrators. The 
Board can make its selection from the 
body of the Licensed Physicians in the 
City; and if their appointments are not 
accepted, they have a right to demand 
the services of the aforesaid Professors. 
They moreover increased the number of 
Attending Physicians to eight, and 
Visiting Surgeons to two, and made the 
election semi-annual. 

The Professors’ are generally elected 
to attend the wards of the Hospital dur- 
ing the winter season, and are enabled 


thereby to deliver valuable clinical lec- 
tures to the Medical Class. 

During the term following the adop- 
tion of these regulations, the profes- 
sional services were most punctually 
performed; and the mortality of the 
Hospital will compare favorably with 
any previous similar period. The Hos- 
pital was more frequently visited by the 
Physicians of the City, and more atten- 
tion was paid by them to post-mortem 
examinations, and to special anatomy, 
than probably was ever done before dur- 
ing the summer season. 

Some half-dozen students are admit- 
ted into the Hospital who are furnished 
board and lodging in the house, and are 
required to perform all the minor opera- 
tions by the attending Physicians. To 
be admitted, they are required to give 
satisfactory evidences of their qualifi- 
cations, moral character, etc. 

Admirable opportunities are afforded 
these students to prosecute their 
studies; but a few of them, however, 
can be induced to remain at their posts 
during the sickly season; and it is mel- 
ancholy to relate that of the three who 
determined to stay last summer, two 
died of Yellow Fever.” 

To the rear of the Lunatic Asylum 
was the dead house—or Morgue. It is 
described as a small single two-story 
building, divided into two rooms; one 
of these contained the corpses before 
burial, and the other was used as an 
autopsy and dissecting room. This 
small simple structure was no doubt 
ample for the purpose it served; in a 
contemporary Medical Journal is re- 
flected the appreciation of the anato- 
mists and pathologists of that time: 
“This latter (the dead house) is well 
supplied with light, air and water, good 
tables and benches; it is altogether ad- 
mirably adapted to the purposes for 
which it was designed. It is doubted 
whether any city in the world presents 
so pleasant and convenient a place for 
the study of Anatomy, as this Dead 
House. Well lighted, well ventilated, a 
hydrant of cléar gushing water, and 
plenty of fresh subjects—what more 
could be desired.” 

The group of buildings composing the 
early Charity Hospital was completed 
with the addition of two small offices 
in front of the main building, facing 
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Common street, now Tulane Avenue. 
They were used by the clerk and the 
porter, whose duty it was to attend to 
the front gate, and give entrance to only 
certain privileged persons without pay- 
ing an admittance fee of twenty-five 
cents. This toll has been only recently 
abolished, the fare box, a relic of an old 
mule street car, is still existing at the 
entrance of the Hospital. 

This item of interest is taken from 
the January number of the New Orleans 
Medical and Surgical Journal of the 
year 1847: “We are gratified to learn 
that the administrators of the institu- 
tion have determined to erect an amphi- 
theatre for the performance of surgical 
operations. Such a thing has long been 
wanted. Heretofore operations were 
performed in the wards to the great ter- 
ror of the surrounding sick, with the 
inconvenience to the operating surgeons, 
and where it was impossible for a 
large number of spectators to witness 
what was being done. A good amphi- 
theatre is indispensably necessary to a 
large hospital, and we are glad to hear 
that the one proposed is to be erected 
as soon as possible. 

The annual report of 1847 is of his- 
torical importance. We find the follow- 


ing: 

MAIN BUILDING. 
RRR ree 11,690 
SS a eee 9,369 
cn cele ee is enna hes ae 2,037 
Remaining on the first of Janu- 

PC stintw ales dae oan es 828 
LUNATIC ASYLUM. 
PE co dp bueeeveneseeeeen 678 
DE civ cdgebneneeea eeu 541 
a eer 85 

Remaining on the first of Janu- 
> Arr eee 125 


These are the largest figures ever 
seen on the books of the Charity Hos- 
pital. No hospital should be permitted 
to take in double the number of patients 
it can entertain comfortably, for it can- 
not be done in justice to the sick. The 
wards of the Hospital are literally 
crammed. <A row of beds extend all 
around the walls and another in the 
middle of the floor. Many patients 
have to sit all day and and to lie upon 
pallets at night. The whole house is in- 
fected with Typhoid Fever, thus ren- 













dering it dangerous for paflents labor. 
ing under other diseases to go there. The 
House students, nurses and Sisters of 
Charity are sufferjng from the disease, 
Diarrhea and Dysentery are also com. | 
mon, and there are seven or eight cases 
of small pox in the adjoining lunatic 
asylum. But one thing is lacking to: 
complete the catalogue of miseries— | 
erysipelas will probably break out 
before long, and then the cup will be 
full. We deem it our duty to record 
these melancholy facts to make up the 
Medical History of the day. When evils 
become glaring and outrageous they en- 
force reform, and often not before.” 
This deplorable condition, due to the Por ) 
greatly overcrowded institution, re- Vomit 
sulted in much needed improvements, § hi} 
for in the year 1848 and1849 a large }) ean 
and important addition was made to the [the 
group of hospital buildings which and 
greatly increased its capacity and for |\chay 
many years provided sufficient accom- land 
modation to the indigent poor of that jess 
growing city. A new wing was con- fess: 
structed in the rear of the main build- |) T 
ing practically the same size of and port 
paralleling the one previously used by |&hov 
the insane and then converted into the |)ita 
Women’s Department. It was planned /fime 
to provide suitable accommodation for \) Ir 
the Sisters of Charity, and sleeping \jhe 
quarters for the stewards, also to serve | 
as a refectory for the officers and other | 
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inmates of the Institution. This build-’@ xh 
ing is existing to-day and is serving % ine 
practically the same purpose as origin- }})on 
ally intended. Frate 

The Hospital at that time could com- |/}’ay 
fortably accommodate one thousand |Vec 
patients, and had a yearly average otf ‘pale 






between eleven and thirteen thousand | 
admissions. It was then one of the} 
largest, if not the largest, hospital in| 
existence ; it stood favorable comparison 
with those of Europe and America. At ¥. 
that time in Paris, the Hotel Dieu hada }* 
capacity of 810 beds and La Charite P's 
494 beds. In that city there were many 
more charitable institutions, but the | 
two mentioned were the largest. 3 
Again mention is made in the Hos- § 
pital report of 1845 of the Abuse of the /f, 
Charity wards of that Institution by | 
persons able to pay for medical services: 
“A large number of these patients are 
not proper subjects of charity, and the | 
























t- § state should not be taxed with their 
he medical expenses; yet they have free 
of {access to this Hospital.” 
Se. | And also in the annual report of 1846 
M- tithe same complaint is voiced: “This ex- 
3 'liraordinary number (8,044) affords 
tie | sufficient evidence that access to the 
to J Hospital is altogether too free and easy 
— |}__one-half that amount of real objects 
but § of charity suffering under sickness 
be ‘sould not be found in our city during 
ord any year.” F 
the} ‘The following quotation from the 
‘ils same report is of especial interest to the 
€- fprofession of to-day who resent the un- 
ijust imposition of a tax on the practice 
the Pof Medicine: “In conclusion, we cannot 
re- Yomit this occasion to remark, that 
its, whilst the physicians of New Or- 
rge leans are attending annually in 
the fthe services of the State, between six 
ich Nand seven thousand invalids, without 
for \charge, the Legislature, in its wisdom 
m- Hand liberality, thought proper at its last 
hat Jsession to impose a tax upon the Pro- 
On- Ffession.” 
ild- |} The following summary from the re- 
and ort of the Board of Administrators 
by ‘Shows the then relative low cost of hos- 
the italization as compared to the current 
ned Mime: 
for \)¥ Income of the Charity Hospital for 
ing Whe year 1849: 
rve |) ax on passengers......... $53,412.46 














her Mall licenses .............. 2,524.15 
ild-"§ xhibitions, licenses........ 294.00 
‘ing } ines on gambling......... 2,000.00 
yin-Monations ...........0..00. 603.92 
ST «cas cesecaeew ee 868.70 

om- @ ay patients .............. 4,091.80 
and }Veceased patients ......... 588.08 
» of 1 Bale of sundries............ 861.55 
and “pills receivable ........... 3,725.02 
the #state appropriation ........ 10,000.00 
} er sees GO POND... 2... sees 270.02 
ison }sNsurance Ac. dividend..... 199.90 
At @ilaves Sold ............06- 1,925.01 

ada meneral charges .......... 59.25 
rite |Pills payable, accom........ 8,500.00 
any $Nterest account .......... 27.44 
the @ Total ........... eee $89,951.30 
Sem, | Admissions to the Charity Hospital in 


the ’ 848 and 1849: 
by {Number of admissions in 1848. .11,955 
onli umber of admissions in 1848. .11,945 


rr fr of patients in 1849.. .. 3,613 


r 30 23-100 per cent over 1848. 
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11,945 cost in 1848, $68,048.54, or $5.78 
per patient. 


15,558 cost in 1849, $66,351.32, or $4.26 
per patient. 


Reduction per patient $1.52. 


The year 1847 was made eventful in 
the annals of that institution by its his- 
torical connection with the Mexican 
War.. It also chronicles the great epi- 
demic of typhus which raged through- 
out the city and which originated from 
a focus of infection arising in the 
Charity Hospital. We are told of the 
straggling return of sick and discharged 
soldiers of the United States Army and 
that scores of wounded heroes worn out 
with typhoid and dysentery taxed the 
utmost capacity of not only the Charity 
but of every other private and public 
institution. 


The register of the Hospital shows 
on the 29th of April the admission of 
sixty-nine Irish immigrants taken from 
the ship Stephen Baldwin which had 
just arrived from Liverpool. Three hun- 
dred refugees were embarked on that 
ship; they had heard of the liberty and 
prosperity of the new country and were 
determined to risk the uncertain destin- 
ies of a long voyage to America to 
escape the persecution of a despotic 
country. Twenty-six of these immi- 
grants never viewed the shores of their 
promised land, for in a watery grave 
they found everlasting peace and relief 
from tyrannical despotism. The deplor- 
able condition of those fortunate enough 
to survive the tortures of that voyage 
is thus described: “The foreign immi- 
grants are the most miserable set of 
poor, half-starved wretches, worn out 
by the combined horrors of a long sea 
voyage, ship fever and bowel com- 
plaints ever seen.” That the combined 
influx of soldiers and immigrants 
strained the utmost capacity of the 
Charity Hospital, and taxed the inge- 
nuity of this community (just renowned 
for its hospitality, generosity and 
charity) to provide for these unfortu- 
nates, is best attested by the following 
quotation: “As matters are going on, 
this large institution may be completely 
monopolized by foreigners; and in case 
of an epidemic our own poor will be 
totally excluded from its benefit. It 
seems to us that they should either at 
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once be sent up to the great West, or 
there should be established, beyond the 
precincts of the City, a Hospital for 
their special accommodation. They are 
fellow beings and we cannot see them 
perish in our streets; though from the 
present prospect, it is apparent that the 
benevolence and generosity of our citi- 
zens will be heavily taxed before the 
summer is over.” Typhus soon spread 
to the four corners of the town and be- 
came epidemic and in its wake the death 
of four Charity Hospital attendants, 
martyrs to their devotion and love of 
humanity. The congestion became so 
great it was necessary for the Irish Im- 
migrant Society to establish emer- 
‘gency hospitals in the upper part of the 
city. Physicians and Apothecaries were 
appointed by the Municipal Council to 
visit and to furnish gratuitously medi- 
cines to the sick. All religious and be- 
nevolent societies rose to the occasion, 
and nobly responded to the call of dis- 
tress; they vied with each other in ren- 
dering distinguished services. Yet, 
such noble charity resulted in only scant 
appreciation. Complaint on that score is 
thus expressed: “These poor creatures 
(almost exclusively foreigners), seem to 
be incapable of appreciating the active 
benevolence expended in their behalf, 
and often display a disgusting want of 
sympathy with each other, yet this does 
not stay the hand of charity.” 

The greatest evils are sometimes 
blessings in disguise, calamities fre- 
quently usher in reforms which lead to 
immunity, catastrophies arouse the in- 
different to impending dangers, and 
pestilences promote research which 
often result in their eradication. In 
1850 another typhus immigrant from 
the ship “Uriel” arrived and reported 
the death of many during the passage. 
The sick were sent to the Hospital and 
the vessel detained at the point for a 
few days to be cleansed and disinfected. 
These precautions prevented a spread 
of the disease in the city. 

“Hospital unusually free from dis- 
eases ;” observed the New Orleans Medi- 
cal and Surgical Journal in its July 
number of the year 1850, “and we an- 
nounce it as at once both remarkable 
and indicative of the high state of pub- 
lic health that between ten and twelve 
of the wards of the Charity Hospital 
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have been recently closed—the numbe 
of patients having diminished so rapid) 
as to vacate a large portion of the build. 


the year should not be allowed to pas; 


unnoticed, and we record the fact wit) 
great satisfaction.” This records a mosi 
unusual phase in the existence of that 
institution. ; 

A few years previous to the Ciyj 
War the annual expenditures varie 
from $73,000.00 to $78,000.00. Th 


ceaseless tide of immigration, and thet 


sissippi river and its tributaries, pro 
vided through the tax on passengers the 
bulk of the revenue for the maintenance 
of the Charity Hospital. In 1854 this 
tax amounted to upwards of $71,000.00, 
but decreased to $41,000.00 in 185); 


in 1856 to $28,000.00, in 1857 to $30.9: 


201.75, in 1858 to $19,640.25, 
$14,130.10, and 1860 to $16,335.35. The 
great falling off of the revenue derived 
from this tax left a large deficit in the 
annual budgets that had to be providei 
for by State appropriations. 

The admissions to the institution dur} 
ing the same period varied between nine} 
and thirteen thousand. A very small 
number of these were native Louisiani 
ans, the greater majority being foreign. 
ers. 

The following figures taken from the 
report of the Board of Administrator 
of the Charity Hospital for the year 


in 185981 


1859 are practically the same as those : 


of a few previous years. 
Patients admitted from Louisi- 


Patients admitted from United 
States 

Patients admitted from Foreign 
Countries 

Unknown 


It is interesting to note that the larg 
est number of foreigners admitted were) 
Irish, 5,888 ofwhom were administered) 
to that institution, which was very neal- 
ly half the total number of admissions; 
the next largest number were Germali 
and Pruss‘ans, their registration) 
amounted to 2,262, then the French with 
742 and the English with 591. This 
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proportion remained fairly constant 
during the fifteen years previous to the 
Civil War. 

In the year 1848 “Letheon” (ether) 
introduced by W. T. Morton, was used 
with his permission in the Hospital. A 
Schoice of anesthetics soon become a mat- 
Ster of controversy as to the relative 
Smerits of ether and chloroform. This 
Weditorial in the June issue of the New 
Medical News and Hospital 
NGazette of the year 1859 gives an as- 
} pect of the choice of general anesthetics 
hin the early years of its use in our hos- 


> Mis§ pital : “From the London Medical Times 


and Gazette we learn that ‘Dr. Haywood 
of the United States’ ” (of Boston, we 
presume), has written a letter to the 
sm Surgical Society, in which he recom- 
mends the abandonment of Chloroform, 
substitution of ether. “He 
mstates that in all the large hospitals at 


59§ Naples, Lyons, and in America, ether is 


Salone employed, “etc.” We must beg 
leave to correct an egregious error in- 
to which Dr. Haywood has fallen, if he 
jgclasses the Charity Hospital of New 
Orleans among those wherein ether is 
Mused in preference to chloroform. We 
@are a daily visitor to the Charity Hospi- 
tal, and we do not recollect having seen 
ether administered except as a rare ex- 
Since 1848 Chloroform has 
been in daily use in the Institution; it 
has been and is still given to all sorts of 
mcases, medical, surgical, and obstetri- 
cal, and we do not know of more than 
one or two deaths from its use. Indeed, 
in all New Orleans, we have heard of 
but two deaths from the use of the agent 
and we are not now certain that either 
of them occurred in the Hospital. A 
woman (a hospital patient) in the hands 
of an intimate medical friend,did one 
day appear to die under the administra- 
tion of chloroform, but the tongue was 
quickly and forcibly drawn forward, 
and she respired again. 


The fact is, our Boston brethren have 
"2 little local pride about ether which 
! blinds them to the superiority of chloro- 
form. But they have an up-hill busi- 
“Bress of it if they think of making other 
"@people endorse their ideas. We think 
umewe can confidently predict that New 
Orleans will never embrace ether as an 
anesthetic.” 


A gruesome episode is related by 
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Doctor Ernest Lewis in his “Reminis- 
cences.” This duel between these two 
prominent house surgeons should be re- 
corded in the historical annals of the In- 
stitution in which they so faithfully and 
efficiently labored: “During the same 
year (1860) a tragic incident occurred 
in the Charity Hospital. Dr. John Fos- 
ter, the House Surgeon, had succeeded 
Dr. Chopin, who filled that office from 
1853 to 1858, succeeding Dr. Foster in 
turn. They were bitter political ene- 
mies and professional rivals. One of 
the internes by the name of Weams was 
fatally shot in a brawl at a Carnival ball 
by a law student and conveyed to the 
Charity Hospital, where he was seen by 
both Chopin and Foster, but at differ- 
ent hours. What one prescribed the 
other threw out of the window. One 
morning their visits clashed and a fight 
followed at the bedside of the dying stu- 
dent, which had no consequence as they 
were separated by mutual friends. A 
few days later, meeting in front of the 
hospital entrance and both being armed, 
they engaged in a gun battle in which 
Chopin was wounded in the neck and 
the external jugular vein severed.” 
When war between the States was de- 
clared, the smouldering fires of suspi- 
cion, rebellion and hatred burst into a 
conflagration that swept the Country, 
and was a holocaust of the patriotism 
and heroism of a whole nation. Again 
the Charity Hospital, the largest in the 
Confederate States, was called upon to 
surmount tremendous obstacles. The 
Board of Administrators recognizing 
the predicament in which the Institution 
would be placed made the following rec- 
mendation to the Legislature: 


“In asking the Legislature for re- 
newal appropriations for the next four- 
teen months, we would respectfully re- 
fer to the fact that this Institution is 
now, and probably will continue, dur- 
ing the existing year, to be the most con- 
venient if not the only refuge in the 
southwest for sick and disabled soldiers 
and mariners. The patients of the old 
Marine Hospital having been transfer- 
red to the Charity Hospital, we have 
been compelled to set apart several 
wards for the accomodation of sick sol- 
diers and sailors, and although through 
the kind assistance of Collector Hatch, 
a small fund in his hands ($1,023), set 
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apart for the support of the old Marine 
Hospital has been paid over to the treas- 
urer, yet, with this exception, no pro- 
vision has been made by the Confeder- 
ate Congress, nor has any funds been 
furnished by the administration for 
their support. For the ensuing year, 
the Charity Hospital will be compelled 
from the exigencies of the case, not only 
to meet the ordinary demands of the 
sick and disabled, but to subserve to 
some extent the purpose of a military 
and naval hospital, at a time when am- 
ple provision of this nature is indispen- 
sable.”’ No contemporary reference as 
to the activities of that Institution could 
be found during the war. No annual 
hospital reports were printed, and local 
medical journals suspended publication 
during these trying days. The activi- 
ties of the Hospital, and the role it 
played in that great drama are handed 
down to us in the “Reminiscences” of 
Doctor Ernest Lewis, in which he re- 
lated his personal experiences as Acting 
House Surgeon during the war: “Before 
the annual meeting of the Board, Febru- 
ary, 1862, Dr. Sprague, the Assistant 
House Surgeon, resigned, and at the 
suggestion of Dr. Nichols, I petitioned 
the Faculty for a premature examina- 
tion, to apply for the vacant hospital po- 
sition, which was granted, and passed. 
At the meeting of the Board I was elect- 
ed. A few months later, Dr. Nichols 
resigning, I was appointed Acting 
House Surgeon with an increase in sal- 
ary. The full title was not given me, I 
was informed by the President, Judge 
J. N. Lea, because of my youth. I was 
not then 22. On the surrender of the 
city to the Federal fleet and the arrival 
of General Butler to take possession, his 
Medical Director called at the hospital 
and requested me to assign a part of the 
institution for his sick and wounded. I 
flatly refused, telling him the institu- 
tion was for the poor of the State only, 
but the Federals being in power, he 
could take possession if he chose and the 
Hospital Staff would withdraw. He 
replied he would not have us do that 
and left. He afterwards converted the 
St. Louis Hotel into a military Hospital. 


Before the federal occupation of the city 
the old Marine Hospital, on Tulane Ave. 
nue, where now is the House of Deten. 
tion, was used as a Confederate hospi. 
tal, with Major C. Beard in charge. Cu 
off from his sources of supplies, it had 
to be closed. He wrote me to that ef. 
fect and of his dilemma regarding his 
sick and wounded, requesting that they 
be received at the Charity Hospital. My 
consent being given, they were trans. 
ferred here. This coming to the knowl. 
edge of General Butler, led to the arrest 
of the members of the Board and ny- 
self. When brought to his presence at 
the Custom House, looking at me ster. 
ly he said, ““‘How comes it, sir, that you, 
a physician, have discriminated between 
my sick and those of the Confederacy?” 
I answered, “they were not received as 
soldiers, but as Charity patients,” 
handed him Dr. Beard’s letter, 

he read and, looking up, said, “I see you 
have an excuse, but having established 
a precedent, you will have to receive my 
men.” Making a virtue of necessity 
and not aspiring to martyrdom by in- 
prisonment at Ft. St. Philip or Ship Is 
land, I answered, “Very well, sir, but 
furnish me with medical men to attend 
them, as we are very short-handed.” He 
then authorized me to employ two phy- 
sicians at a salary of $50.00 a month 
each, which he would pay them. I ap- 
pointed my friends, Dr. Robert Davis, 
the uncle of Dr. Davis of our city, and 
Dr. Cleary to that duty. Some time 
later he issued his famous order com- 
pelling everyone to take the oath of al- 
legiance or register as enemies of the 
United States Government. The entire 
Hospital Staff registered as enemies ex- 
cepting J. A. Root, an interne, who took 
the oath of allegiance and becamt Assis- 
tant House Surgeonin 1871. When 
General Banks superseded General 
Butler, he appointed a Republical 
Board, and at the annual meeting in 
February, 1863, Dr. Smythe was elected 
House Sugeon. I was offered the 
Assistant House Surgeonship with an 
increase of salary, but declined.” 


(To be continued.) 
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Confluent Smallpox Umpilication of the Pustules. 
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SMALLPOX — HISTORY, DIAGNOSIS, 
SYMPTOMATOLOGY AND TREAT- 
MENT.* 


By J. G. STULB, M. D. 
New Orleans, La. 


HISTORICAL RESUME. 


Smallpox dates its origin to remote 
antiquity. Its first appearance in the 
world is hidden in the mists of the past, 
and although such authorities as De 
Haen, Willan, Moore and Barren assert 
that it was known in ancient Greece 
and Rome, Adams and other writers of 
note deny this and advance other theo- 
ries. Even as early as the tenth cen- 
tury, the celebrated Rhazes,_ the 
Arabian, wrote exhaustively on the sub- 
ject. Galen was evidently familiar with 
the pest, as will be evidenced by refer- 
ence to his first, fourth, ninth and four- 
teenth books. The Chinese are reputed 
to have known the disease 2,000 years 
before the Chrisian era. 

Whether small pox was known in an- 
cient times or not, is immaterial at this 
date, but the fact remains that it is one 
of the most noxious scourges that 
afflict mankind and sanitary measures 
to prevent its prevalence and spread 
cannot be too severe. 


DEFINITION. 


Smallpox is one of the most infectious 
diseases known. It is an acute, conta- 
gious, febrile, exanthematous malady, 
characterized by several stages of erup- 
tion—macular, panular, vesicular and 
pustular. 

Smallpox respects neither sex, age 
nor race. It may infect the fetus in the 
womb of the mother and attacks the 
nonagenarian as well. The symptoms 
are chill, fever, headache, lumbar pains 
and, sometimes, vomiting. It is trans- 
missible not only by direct contact with 
the patient or by fomites infected by 
those afflicted with the malady; but 
sometimes infection takes place through 
the air at considerable distances. The 
life of the germ is great and dried pus 
from smallpox patients has been found 
virulent years after. 


ETIOLOGY. 


The cause of smallpox has not yet 
been discovered. 


_ 


*Read Before the Louisiana State Medical Society 
Meeting April 24-26, 1923. 


INCUBATION. 


The time of incubation is from ten to 
fourteen days and the danger to others 
commences with the initial period and 
lasts through the disease, as long as 
there are scabs on the patient. Some 
writers observed the incubation period 
to be as long as eighteen or twenty 
days. 

SYMPTOMS AND COURSE OF THE 
DISEASE. 


Smallpox usually commences with a 
chill and the temperature is character- 
istic. From the onset erythematous 
exanthema is frequent. It is irregularly 
scattered over the body or appears be- 
tween the umbilicus, symphysis and 
Poupart’s ligament and on the inside 
of the thigh; however, the lesions are 
macular and are sharply marked and a 
shotty feeling manifests itself. 

It has been my experience to observe 
that the exanthema at times closely re- 
sembles that of measles in fact so closely 
that it cannot be differentiated at times 
from a severe form of measles. The 
catarrhal symptoms of the eyes and 
nose, however, are absent. A_ very 
severe type of smallpox, generally con- 
fluent or hemorrhagic, with pemphigus, 
follows. Such cases call for special con- 
sideration of the prodromal symptoms 
to make an early and positive diagnosis. 

Smallpox eruptions appear on the 
third day, first on the face, then on the 
trunk, arms and legs, and the tempera- 
ture drops, but not to the normal, to 
rise again with the stage of suppuration 
(the formation of pustules). During the 
second week the fever drops irregularly 
to the normal. In cases where the erup- 
tion is tardy, a cup of hot tea every two 
hours will bring it out in from twelve to 
forty-eight hours. 

The skin offers less favorable condi- 
tions of growth to the virus than the 
mucous membrane, which is ordinarily 
affected, and therefore gives the body 
an opportunity to better protect itself 
by the production of antibodies. 

The principal varieties of smallpox 
are: 


(1) Variola, discrete. 

(2) Variola, confluent. 

Complications: Edema of the glottis; 
bronchitis; broncho-pneumonia; myo- 
carditis; convulsions in children. In 
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adults the delirium may persist and be- 
come violent, and finally subside into 
a fatal coma. Boils are very frequent 
and may be severe. Pemphigus (bul- 
lae) and cellulitis. 

A catarrhal and purulent conjunctivi- 
tis is also present. The secretions cause 
adhesion of the eyelids and unless great 
care is taken this complication may 
develop into ulceration and perfora- 
tion.) 

(3) Variola, Hemorrhagic, petechial 
or black smallpox. 


The illness starts with the usual 
symptoms, but with more intense con- 
stitutional disturbance. On the even- 
ing of the second or on the third day, 
there is a diffuse hyperemic rash, with 
small hemorrhages, and the spots in- 
crease in size. Pemphigus (bullae) ap- 
pears at times. Death may take place 
before the rash appears. 


DIAGNOSIS. 


It is not an easy matter to differenti- 
ate smallpox from some of the maladies 
which simulate it. A differentiation 
of smallpox from chickenpox is some- 
times difficult, especially after the de- 
velopment of pustules and vesicules. 
Chickenpox lesions appear on successive 
days and are seen in different stages of 
development: macules, vesicles, pustules 
and scabs may be observed side by side 
and light pressure will rupture the vesi- 
cles and pustules. If the diagnosis is 
doubtful, from the character of the 
eruption, the temperature, curve, the 
initial exanthema, the prodrome and the 
length of time of development of the 
eruption will materially help in arriv- 
ing at a correct diagnosis. 

Some writers claim that varicella 
(chickenpox) is rare in the adult. I 
have not found it so, but have seen dur- 
ing the past year over one hundred cases 
in adult men and women. 

Close observation will generally dif- 
ferentiate between. smallpox and 
chickenpox, but as I have above stated, 
it is sometimes very difficult to differ- 
entiate. Smallpox is generally ushered 
with a chill; varicella is not. Varicella 
is very seldom characterized by initial 
fever ; when present it is very slight and 
generally disappears within twenty-four 
hours. In smallpox, however, the fever 
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reaches 102 degrees F. and persists for 
about forty-eight hours. The eruption 
is also slightly different and a cloge 
study of the skin lesions will generally 
clear up any doubt which may exist. 

The diagnosis of smallpox from 
syphilis, pemphigus, impetigo conta. 
gioso and measles is an easy matter 
and need not be touched upon in this 
paper. 


PROPHYLAXIS. 


Vaccination and re-vaccination is the| 
surest way to prevent smallpox and 
should be compulsory in every State. In| 
Louisiana vaccination is not compul- 
sory. In New Orleans, compulsory vac- 
cination of children before entering the 
public schools and re-vaccination every 
seven years, is the law, due to combined 
action of the City Board of Health and) 
the School Board. 


Immunization was introduced 
Europe by Timoni (1713). 


into 
Pilarini ¥ 


(1716) and Lady Mary Wortley Mon.) 
tague (1721), wife of the English Anm-) 


bassador at Constantinople, whol 
brought it in vogue in England that 
year. Variolation was then more prac- 

ticed than vaccination. Thousands of 

persons were inoculated, even troops in 

the Continental Army; but vaccination 

was soon recognized as a safer proced- 

ure than variolation, since the inocw- 

lated subjects, in the latter case, be 

came smallpox carriers, through the 

sores. But it was not until the publica 

tion of Jenner’s epochal work (1798) 

that the human virus for vaccination 

was accorded the lead. 


Lady Montague’s method consisted of 
rubbing into the skin of the healthy the 
dried substance of vesicles of light cases 
of smallpox. This usually produced 4 
light attack of the disease and protec 
tion for life. The skin offers less favor- 
able conditions of growth to the viru 
than the mucous membrane, thereby 
giving the body an opportunity to pro 
tect itself better by the production if}! 
antibodies. 

At the time Lady Montague intro 
duced variolation into England, it was 
common knowledge among the people of 
the country of Gloucester that passing 
through an attack of cowpox would pro 
tect against smallpox. 
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Jenner, who thoroughly examined 
this fact, published his results in 1798, 
showing further that the vaccine could 
be used from man to man with the 
same results. A little later it was ex- 
perimentally shown that calves vacci- 
nated with the contagion of smallpox 
would develop cowpox and this re-vac- 
cinated into man produced only local 
vaccine pustules, but protected against 
smallpox infection. The passage of the 
virus through the calf diminishes the 
virulence of the contagion; several 
passages through the calf are necessary 
before it is sufficiently weakened to be 
safely used on man. It was later ob- 


pu § served that the protection produced by 


this vaccination practically lessened and 
that re-vaccination every ten years was 
necessary to protect permanently. This 
method is now commonly used in States 
where vaccination is not compulsory. 


Vaccination is ineffective after the 
" first symptoms of smallpox have made 
their appearance. 


Isolation is an absolute necessity in 
» suspected cases. No one but physicians 
} and nurses, under careful precautions, 
should see the patient during the course 
of the disease. The patient should be 
confined in an established isolation hos- 
pital. If it should become necessary for 
any one, except physicians and nurses, 
to visit the patient, he must be vacci- 
nated, as well as those persons who have 
been in contact .with him, pending the 
clearing up of the diagnosis. Isolation 
has to be made at once, as danger of 
infection commences with the first 
symptoms and should be continued as 
long as any scabs can be found. The 
soles of the feet have to be especially 
™ examined; here, where scabs adhere to 
the hard epidermis longer than any- 
where else, frequent bathing of the feet 
in hot, soapy water will cause their re- 
moval. Rigorous cleaning of face, hands 
and head after seeing a patient is neces- 
sary to prevent carrying the contagion 
to others; and everything that comes 
in contact with the sick has to be thor- 
oughly disinfected, which is best done 
with overheated steam. To prevent the 
drying scabs and their debris from 
dropping off the body and spreading 
™ through the air, I direct the patient to 
be anointed with iodized-phenol, 5 per 
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cent in cotton seed oil; the warm bath 
is given every morning and scabs gently 
removed by washing and the patient is 
dried and again anointed. I have used 
in my private practice, as a disinfec- 
tant mouth wash, potassium chloride, 
tr. ferri chloride, of each three drams, 
glycerine two ounces, aquae qs. to 
make a six ounce mixture. One tea— 
spoonful in a half cup of hot water is: 
used as a gargle three times a day,. 
after each meal, with the greatest ad-- 
vantage. The nascent chlorine has a: 
decided bactericidal effect. Nothing 
should be taken by mouth for at least 
an hour after the wash has been used. 


TREATMENT. 


A specific treatment is not known. 
The treatment of smallpox has to be 
symptomotic, simple in light cases, but 
requiring judgment and painstaking 
care in the severer form, especially in 
patients with damaged organs. Every 
patient, after an examination has beer 
made, should be given a large dose of 
castor oil, calomel and soda, each grains 
five, preferably followed in six hours 
by a saline laxative in hot water. I 
consider this last measure of great im- 
portance on account of the cleansing of 
the bowels, as well as the effect it has 
on the circulation. Dr. Otto Lerch 
states that dilated hearts contract and 
that a flabby, irregular pulse becomes 
more regular and firmer after such a 
purgative. I can confirm this observa-- 
tion. There is not an infectious disease 
where the muscles of the heart are not: 
affected. 


Smallpox is dangerous even in the 
light form. Most of the symptoms are: 
symptoms of intoxication and the clean— 
ing of the bowels and keeping them 
clean will lessen this danger. 

The mouth cavity has to be carefully 
examined and cleaned after every meal 
and cleaned with a solution of chlorate 
of potash, or boric acid, followed by a 
decoction of slimy substances. 

To dilute the blood and protect the 
kidneys large draughts of water are 
necessary. This is best given at stated 
intervals. I direct that a tumbler full 
be given every two hours, to which half 
a teaspoonful of spirits of nitre should 
be added; this will impress the patient. 
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and the nurse, and in this way prompt 
attention will be secured. 

The diet is generally that of a fever 
patient. 

During the febrile process large 
amounts of liquids are indicated to 
dilute the blood and make it less toxic 
and irritating, and for the same reason 
condiments—pepper and salt—must be 
used sparingly. The food is given in 
liquid form, the medicine diluted with 
water and fruit juice added to allay 
thirst. If the patient objects to large 
quantities of liquid, it must be given in 
an enema, or by hypodermoclysis as 
physiologic salt solution; when the kid- 
neys are affected the salt must be re- 
placed with sugar of milk. Milk may 
be given as soup with an addition of 
lime water. Buttermilk is well borne. 
Beef tea enriched with cereals and eggs, 
orange juice beaten with sugar, the 
various meat wines, and milk jellies, are 
all useful. 


After the patient has passed the feb- 
rile state, then the diet may tend, gradu- 
ally, to a semi-solid, and finally to a 
convalescent diet. In my hospital prac- 
tice I prescribe throughout’ the 
febrile state, an oatmehl soup— 
that is, oatmeal thoroughly boiled 
with milk to a creamy consist- 
ency—a bowlful three times a day, fol- 
lowed, after umbilication of the pus- 
tules, with a thoroughly boiled vege- 
table soup, and this gradually by a con- 
valescent diet. This regime is well- 
borne and liked by the patient. 


The temperature is a negligible fac- 
tor. Only in cases of hyperpyrexia, it 
should be lowered with some of the well- 
known anti-pyretics. In cases of great 
excitation, a prolonged warm bath, or 
luminal-soda, veronal, or chloral hy- 
drate, may be given. 

If the treatment, as outlined above, 
is closely followed, antipyretics and nar- 
cotics will never be required. 

The treatment of the eruption is best 
carried out with hot compresses, which 
relieve tension and pain. Permangan- 
ate of potash may be added to the water 
as a deodorant. I apply as routine treat- 
ment an ointment consisting of ichtosan 
or ichythyol 25 per cent, in vaseline and 
lanoline, equal parts. This gives relief 
and prevents pitting; occasionally, in- 


stead, 5 per cent phenol, in bismuth and 
vaseline and lanoline, equal parts, if 
cheapness has to be considered. Finsen 
recommends the treatment with red 
light to prevent the formation of pus 
and pitting. I have had no experience 
with this method. The intense itching 
felt by the patient during the time of 
dessication is relieved by prolonged 
warm baths and the soapy bath, to ac. 
celerate the removal of dried scabs. 


MORTALITY. 


One of the worst heritages that the 
discoverers of America brought to the 
New World, was smallpox. It was un. 
known to the American Indian prior to 
the landing of Columbus on the Western 
Continent. It appeared in England in 
the first part of the thirteeth Century 
and two hundred years later invaded 
Germany. The first outbreak in 
America occurred in Mexico in 1527. 
First occurrences in other countries are 
not authentic. 

The Mexican epidemic was the worst 
ever recorded in history. Prescott’s 
“Conquest of Mexico” gives gruesome 
details of this scourge, and says that it 
went “sweeping over the land like fire 
over the prairies.”” Nearly four million 
natives died within a few years. The 
aborigines seemed to be specially sus- 
ceptible to the malady, whole tribes 
being annihilated and wide sections de- 
populated. Entire communities were 
decimated in Brazil in 1633, while Ecua- 
dor lost 100,000 within a few years 
after the invasion of the disease. 


Even far-off Greenland has been vis- 
ited, losing about one-third of her popu- 
lation in the eighteenth century. 

Historical accounts of the ravages of 
smallpox could fill several volumes, and 
the above resume is given to show the 
great mortality of this lothsome disease, 
if allowed to go unchecked. 


My personal experience in the man- 
agement of smallpox has led me to be- 
lieve that it is not such a deadly disease 
if properly attended to and rigid pro- 
phylactic measures followed. During 
the period I was in charge of the small- 
pox cases at the New Orleans Isolation 
Hospital (January, 1917, to December, 
reer’ the cases and deaths were as fol- 
Ows: \ 























Confluent Smallpox. 
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SMALLPOX CASES AND DETAHS IN THE ISOLATION HOSPITAL, NEW ORLEANS. 


1917 
Cases 
January 24 
February 


September 
October 
November 
December 


Totals 


Total number of cases under my care 
during the three years I was in charge 
at the Isolation Hospital, 520; deaths, 3. 
It will be noticed that there were no 
deaths in 1917 and 1918, and that the 
three deaths in 1919 occurred succes- 
sively in May, June and July. These 
fatal cases were almost moribund when 
brought to the Isolation Hospital, and 
there remained little to do but ease the 
sufferings of the stricken ones. 


INFECTION. 


The virus invades the human body 
through the mucosa of the respiratory 
track. The time of incubation is from 
ten to fifteen days and the danger to 
others commences with the vesicle stage 
and lasts throughout the disease and as 
long as there are scabs on the patient. 

I doubt natural immunity from the 
disease. It is my opinion that one at- 
tack of the disease protects for life. 

It is also my opinion that vaccination 
is ineffective after the vesicles have 
made their appearance. The virus is in 
the blood stream and propagation takes 
place until expiration of the period of 
incubation. 

A case of interest that came to my 
knowledge was the admission into the 
Isolation Hospital of two women, both 
in a pregnant state. Both were suffer- 
ing with confluent cases of smallpox. 
They were discharged as cured after ap- 
proximately forty days’ treatment, and 
free from all infection. About two 
weeks after discharge they gave birth 
to children, with no signs of smallpox, 
nor any eruption, as far as the children 
were concerned. This demonstrates that 
when the mothers of these children be- 
came infected they carried this infec- 
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tion, simultaneously, to their fetuses; 
and further that the discharge of the 
mother free from all infection of the dis- 
ease, applies to the foetus as well. 

During my connection with the Isola- 
tion Hospital of this city, I was sum- 
moned to a home in the lower portion 
of our city where it was reported small- 
pox was prevalent. In this house I 
found three cases of smallpox; one of 
the cases was a child of eighteen months, 
another an infant of about six days, and 
the third the mother of both of these 
children. These patients were removed 
at once to the Isolation Hospital. 

Investigation of the case developed 
that the eighteen-months-old child had 
been sick for twenty-one days preceding 
my visit and that the eruption appeared 
on both the mother and younger child 
three days after its birth. This demon- 
strates that the mother and younger 
child were infected shortly after the ap- 
pearance of the eruption on the first 
child, taking into consideration the 
usual period of incubation. This is 
further demonstrative of the fact that 
the mother and her fetus were infected 
at the vesicle stage. 

Another summons brought me to a 
residence on Soniat street, where two 
cases of smallpox were found; i. e., 
mother and infant. Both patients were 
removed to the Isolation Hospital. 

Investigation of this case developed 
that the mother, while in a pregnant 
stage, visited her husband daily at the 
Isolation Hospital; the husband having 
been brought to this institution suffer- 
ing with bubonic plague. Nine days 
after the birth of the child eruption ap- 
peared on both the mother and child, 
which is demonstrative of the fact that 
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the mother and child were infected 
about six days preceding the birth. 

I had occasion to vaccinate a one- 
year-old child in this same house on the 
same day that the other two patients 
were removed to the Isolation Hospital. 
Ten days after vaccination this ‘child 
developed smallpox the period of incu- 
bation showing that it had been infected 
prior to vaccination. 


DISCUSSION. 


Dr. Ralph Hopkins (New Orleans): By no 
means of least importance in the problem of 
smallpox is the question of diagnosis, and 
the differentiation between atypical cases of 
variola and atypical cases of varicella. One 
point that is most helpful in leading to cor- 
rect diagnosis is the characterictics of the 
individual lesions in these two diseases. The 
importance of this point was very strongly 
impressed upon me in the recent outbreak of 
smallpox in Marine Hospital 66, the national 
leprosarium. In this isolated community 
there was no question of differentation be- 
tween smallpox and chickenpox—it was small- 
pox, some hemorrhagic, some confluent, some 
serious, and some very mild. But I do believe 
that some of the very mild cases, had they 
occurred in another community, would have 
been called chickenpox. In many of these the 
constitutional symptoms were far less than 
would have been found in even moderately 
severe chickenpox, and the number of lesions 
and the usual distribution of smallpox were 
lacking. The one characteristic, however, in 
which almost all the cases ran true to small- 
pox form was the individual vesicles. They 
were almost always of the type of smallpox 
vesicles, not the superficial lesions of chicken- 
pox. They were conical in form and hard, 
some being even harder than the papules of 
which they were a development. Some of 
them could not be ruptured by a single punc- 
ture, but required numerous punctures to 
empty them of the fluid. In using this 
method of differentation between smallpox 
and chickenpox it should be borne in mind 
that chickenpox lesions, as they occur on 
hands and feet and face, on account of the 
greater thickness of the integument in those 
regions, are most likely to be taken for the 
hard vesicles of smallpox. 

The lesson to be learned from our experi- 
ence in Hospital 66 is the necessity for vac- 
cination, even if the community is isolated, 
as the leper institution is. 

Dr. Oscar Dowling (New Orleans): The in- 
clination on the part of many physicians when 
called upon to diagnose smallpox or chicken- 
pox seems to be to give the patient the 
benefit of the doubt. In many instances this 
apparently is the cause of the spread of the 
disease. In some communities smallpox has 
been called chickenpox until in another com- 
munity someone from the former place died 
from smallpox; then definite information 
would be furnished the State Board of Health 
that smallpox existed in both places. We 
have frequent requests from doctors to send 


an expert to determine whether or not a case 
is smallpox. While I can understand the de. 
sire to place the responsibility on the State 
Board of Health, I feel it is a reflection on 
the local health officer, and if he cannot de. 
termine whether the case is smallpox or 
chickenpox he is at liberty to call in two} 
other men in the parish. Surely three doctors 
in any parish can diagnose smallpox as op. 
posed to chickenpox. If smallpox could bef 
confined to those who wanted the privilege 
of having it, it would be a good plan to per. 
mit them to suffer the consequences, but un- 
fortunately this is not the case and the bur. 7 
den of controlling the disease rests upon the 
local and State health officers. £ 

Dr. J. G. Stulb (closing): I will answer Dr,” 
Bel first. After successful vaccination you 
are protected, according to the authorities, 
for seven years; but that does not necessarily 
mean that you cannot contract smallpox. It 
is possible that following’ the first vaccination 
you may contract smallpox, but you will have 
a mild type. But from you could be conveyed 
the confluent type or the hemorrhagic. Vac. 
cination is nothing else than rubbing a live 7 
virus into the body. I was vaccinated when 
a boy, but I developed a mild type of small- 
pox twenty years ago, and from me developed 
some of the most virulent types that were 
ever seen by man. 





CARBON TETRACHLORIDE IN_ THE 
TREATMENT OF HOOKWORM DIS. 
EASE WITH REPORT OF CASES.’ 


By SAM HOBSON, M. D. bs 
From the Department of Medicine, Tulane University 
and the Medical Department of the Charity Hospital 
ew Orleans. 


Ankylostomiasis or hookworm dis-f 
ease as a clinical entity has been recog- 


nized for three centuries. However, itf 
was not until the work of Dubini inf} 
1838 that the etiological factor of thel 
condition was established. Dubini first 
described the causative parasite, and 
due to the peculiar bent or curved ap-§ 
pearance of its mouth gave it the name 
of “hookworm.” There quickly fol) 
lowed the investigations of Billhart:)) 
and Griesenger, Wucherer and _ the 
monumental contribution of Looss, who} 
first described the cardinal fact of the 
penetration of the skin by the larvae 
and the route by which these latter} 
reach the intestines. At the present 
time the life cycle of the parasites, its 
modes of entrance into the animal 
economy and its baneful influences 
when infesting its host, are all well 
known. 

Infection by means of the two chief 
forms of hookworm, Ankylostoma 


*Read Before the Louisiana State Medical Societ) } 
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duodenale and Necator Americanus is 
widespread. There is scarcely a tropi- 
cal or subtropical country in which 
heavy infestation of the native popula- 
tion is not present. Recent figures 
show that in India 60 per cent, in Porto 


¥ Rico 90 per cent, in the Philippines 12 


per cent, in the southern United States 
15 per cent, in the mining centers of 
Germany and France 6 per cent of the 


) native populations suffer from hook- 
» worm infection in a graver or milder 
‘form. Statistics obtained from the ex- 
‘amination of recruits called to the 


colors under the selective service 
act during the late war revealed 
hookworm infection in sections of 
the United States where, up _ to 
then, little evidence of the  preva- 
lence of the disease had been noted. The 
economic loss of the various countries 
where native population shows endemic 
hookworm infection is appalling. This 
economic loss is referable to factors so 


» well known as to require no discussion 
) here. 


With the establishment at once of the 
etiology of hookworm disease and the 


> facts that there are no secondary hosts, 























» that the infection is not readily spread 


by the ingestion of milk or water, that 
flies or insects do not carry it, it would 


» appear that control should be very sim- 


ple. Such, however, is not the case; 
even the prevention of the disease is ex- 
tremely difficult. The principal angle 


' of attack on ankylostomiasis has been, 


and very naturally so, attempts to ex- 
terminate mature worms in the intes- 


> tines of human beings in order to check 
) the supply of eggs at its very source. 
» For this purpose various drugs have 


been employed. Thus, eucalyptus and 
chloroform, betanaphthol, oleoresin of 
aspidium, oil of chenopodium and 
finally and more generally thymol have 
been used; this latter drug has of late 
years been the agent of choice unless the 
patient showed some idiosyncrasy to its 
use. In 1921 Hall, Zoologist of the 
United States Bureau of Animal Indus- 
try conceived the idea that carbon tetra- 
chloride, a drug practically abandoned 
as a therapeutic agent fifty years pre- 
viously, could be successfully used in the 
treatment of hookworm disease. He 
carried out experiments with gratifying 
results upon dogs and monkeys and hav- 
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ing administered to himself 3cc of the 
drug by mouth, reported that it could be 
given with impunity in such doses to 
human adults, urged its use in the treat- 
ment in human ankylostomiasis and 
finally warned against possible impuri- 
ties which could be found in the drug 
as purchased upon the open market. 
Stimulated by these investigations there 
presently appeared a number of favor- 
able reports upon the human adminis- 
tration of the drug. Thus Nicholls, Di- 
rector of the Bacteriological and Pasteur 
Institutes of Ceylon, and Hampton, Di- 
rector of the International Health 
Board, reported the use of the drug in 
from 4-10cc doses. They added to the 
subject a detailed report of the negative 
histological findings in the various 
organs of a condemned criminal who 
had consented to take the drug experi- 
mentally in two doses of 6cc each at 
13-day intervals. S. M. Lambert re- 
ported his observations in 20,000 cases 
and later in 50,000 treated cases. 


The consensus of opinions of these in- 
vestigations was that carbon tetrachlo- 
ride is a vermifuge and vermicide of 
great potency; that it can be adminis- 
tered with safety to humans; that it 
gives little discomfort to the patient; 
that it permits treating at low cost vast 
populations suffering with hookworm. 

That Hall’s original warning as to the 
possible ill effects of impure drugs was 
not sounded in vain is proven by S M. 
Lambert’s experience. After treating 
42,000 cases with no fatality, he was 
unfortunate enough to lose three cases 
in his next series of 8,000. This he 
ascribes to a chemically proven impure 
carbon tetrachloride which he had used 
in the treatment of this last series. His- 
tological examination of the various or- 
gans from one of these fatal cases re- 
vealed extensive focal necrosis in the 
liver, changes identical with those de- 
scribed by Pessoa and Meyer following 
experimental intoxication with the 
drug. 

The plan of treatment for ankylos- 
tomiasis by means of carbon tetrachlo- 
ride recommended by most investiga- 
tors is as follows: light supper; no 
breakfast the following morning; 7:00 
a. m. carbon tetrachloride (C. P.) given 
in the dosage of 2 to 3 minims per year 
of age, the maximum dose being 45 to 
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60 minims (3 to 4cc.). The drug may 
be given in freshly filled hard gelatin 
capsules, or floated in a tablespoon of 
water ; 9:00 a. m. a purge of magnesium 
sulphate should be administered; 12:00 
noon, a light meal may be taken. The 
treatment should not be repeated in a 
lesser interval than three weeks. No 
more than two treatments need be 
given. Alcohol addicts should not be 
given the treatment 

With the widespread prevalence of 
hookworm infection in patients admit- 
ted to the Charity Hospital, New Or- 
leans, and in view of the favorable re- 
ports of the carbon tetrachloride treat- 
ment, it appeared profitable to attempt 
the treatment of this condition with 
carbon tetrachloride. Accordingly a 
number of cases were so treated As 
some of these cases illustrate various 
aspects of the use of the drug, and the 
various modifications in my plan of 
treatment, it is desired to briefly tabu- 
late them. 


Case I—C. H. D.—1797, white male, 
age 22. Admitted with the complaint of 
“swimming in head” and epilepsy. 
Physical examination negative. Rou- 
tine examination of feces showed many 
uncinaria ova. Thymol administered in 
usual manner; one week later stool still 
showed uncinaria in numbers. Thymol 
repeated for four more doses, making a 
total of five treatments, after which un- 
cinaria ova were still fund in stool. 
Twelve days after the last treatment by 
thymol, carbon tetrachloride, 5cc. floated 
in ice water and followed in three hours 
by magnesium sulphate, was adminis- 
tered. During next 48 hours patient 
passed 40 hookworms. Three examina- 
tions of stool at weekly intervals have 
failed to show any ova. Here the car- 
bon tetrachloride administered as one 
dose of the amount recommended as a 
maximum cleared a case of hookworm 
disease that had failed to respond to 
five thymol treatments, illustrating the 
efficacy of this newer method of attack. 

Case II—C. H. D.—5915, white male, 
age 36. Complaint “diarrhea.” Physi- 
cal examination revealed nothing of im- 
portance. Feces examination positive 
for hookworm ova. Carbon tetrachlo- 
ride 5cc. administered about two hours 
after a full meal; patient vomited im- 
mediately. A second attempt at admin- 


istering carbon tetrachloride two hours 
after a meal again resulted in immedi. 
ate vomiting. The next day the dos 
was repeated, but on a fasting stomach, § 
followed in three hours by magnesium 
sulphate. Medication retained; patient 
complained of no unpleasant symptoms, 
One week and four weeks later stool ex. 
aminations were negative for uncinarig 
ova. In this case two attempts were 
made to give the drug shortly after the 9 
ingestion of food as recommended by § 
some authorities. In neither attempt f 
was the medication retained. Since, the ¥ 
plan followed has been to administer 
the drug on a fasting stomach. 

Case III—C. H. D.—85709, 
male, age 44. Complaint—‘‘weakness”, 
Physical examination: patient very ane. 
mic; heart enlarged, downward and tof 
the left; systolic murmur heard best at 
the apex and transmitted to the left® 
axilla. Total red cells 795,000; hemo. 
globin 25 per cent; eosinophiles 12 per 
cent; many uncinaria ova present in 
stool. Carbon tetrachloride adminis 
tered 5cc. on a fasting stomach followed 
in three hours by magnesium sulphate; 
patient passed 125 hookworms. One 
week later total red cells 1,250,000 
Few uncinaria ova present in feces. 
Carbon tetrachloride 6.5cc. given. One 
hour later patient complained of 4 
numbness in the extremities, “queer” 
feeling in head, nervous and felt like hf 
was going to die. No nausea or vomit- 
ing. These symptoms disappeared in 4 
few hours. During the next 24 hour 
30 hookworms were counted in_ the 
stools. In about three weeks he had 
gained weight and was greatly in- 
proved. Total red cells 4,125,000. 
Feces negative for ova after three ex-f 
aminations. A larger dose than usually} 
recommended, 6.5cc., was used. Outside 
of numbness in extremities and “queer 
feeling in head”’ which persisted for 4 
short time, no untoward effects were 
noted. 

Case IV—C. H. D—9506, white male, 
age 18. Complaint—“heart trouble.’ 
Physical examination revealed nothing 
of importance except patient appeared 
very nervous. Feces positive for uncil- 
aria ova. Carbon tetrachloride 6 cc. at- 
ministered followed in two and one-half 
hours by magnesium sulphate. Patient 
complained of a “funny” feeling 1 
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head; bowels moved twice before the 
magnesium sulphate was given. Patient 
passed many hookworms during the next 
94 hours. Ten days later a few ova were 
found in stool. Carbon tetrachloride, 
6cce., administered. No symptoms. 
Seventy-five hookworms were passed. 
Discharged three weeks later after sev- 
eral negative stool examinations. Here 
two doses of 6 cc. each were required to 
rid the patient of his infection. It 
would therefore appear that it is not 
always that one treatment will effect a 
complete cure. 


Case V—C. H. 8141, white male, age 


» 23. Complaint—“run down” since hav- 


ing swamp fever. Physical examina- 
tion negative. Feces positive for un- 
cinaria ova. Carbon tetrachloride, 6cc., 
administered. No symptoms. MHook- 
worms passed were not counted, but 
many were seen in stools. Repeated 
feces examinations before discharge 
were negative. Here is illustrated a 
case in which one moderately large dose 
of 6cc. of carbon tetrachloride cleared a 
hookworm infection with no untoward 
results. 


SUMMARY. 


Carbon tetrachloride is a vermicide 
that has proven of value in the treat- 
ment of ankylostomiasis. 

The administration of the drug in 
amounts of 3-6cc. usually effects a cure 
after one or two doses. 

Care should be taken to secure a 
chemically pure product. 

The drug is pleasant to take, and in 
ordinary doses of a pure product in- 
duces no ill effects in contradistinction 
to the other drugs recommended. 

Administration of carbon tetrachlo- 
ride should be an an empty stomach, 
followed in two or three hours by mag- 
nesium sulphate. 
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DISCUSSION. 


Dr. C. C. Bass (New Orleans): I wish to 
express appreciation of the fact that Dr. Hob- 
son has so ably presented this timely subject 
before this Society. 


10. 


11. 


12. 


13, 
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The evidence that has been accumulating 
during the last year or two since carbon tet- 
rachloride was introduced as a remedy for 
hookworm infection seems to indicate that we 
have in it as much of a specific as any other 
previously known remedy. Perhaps it is more 
specific and more effective than a good many 
of these that we formerly used; at the same 
time having the special advantage of being 
comparatively inexpensive. 

One question that arises and should be 
given serious consideration is the harmfulness 
or harmlessness of the drug. Choice of reme- 
dies should be governed to a large extent by 
their safety as well as their effectiveness. All 
of the previously employed remedies which 
are effective for hookworms have fatalities 
charged against them. Carbon tetrachloride 
also now has fatalities charged against it, and 
in all probalility as it is used more there will 
be more. We must appreciate the fact, then, 
that we are not dealing with a perfectly 
harmless remedy, but that we must employ it 
with care, and that, until further information 
has been accumulated, caution should be used 
in the direction of small doses. All of the 
remedies that we have for hookworm infec- 
tion, including this one, are poisonous and 
are capable of destroying life if given in suf- 
ficiently large doses. This brings up the ques- 
tion of the size of dose we can give with 
safety. We do not understand at the present 
time why it is that one individual is badly 
poisoned, perhaps with a comparatively small 
dose of any of these drugs, while in another 
individual the same dose has no such effect. 
There is no method, so far as we know at the 
present time, by which we can select in ad- 
vance the individual who possesses this 
special susceptibility to the effect of any one 
of these drugs. Dr. Hobson noted symptoms 
of poisoning’ from carbon tetrachloride in 
two cases out of six which should, I believe, 
be a warning as to the possible danger from 
this apparently very effective remedy. 


Dr. J. T. Halsey (New Orleans): I want to 
eall attention to three points, the observance 
of which should make the administration of 
this apparently valuable remedy almost en- 
tirely safe. In addition to the deaths reported 
by Lambert, there have been several fatal 
cases reported by others, but in many of the 
cases, in which more or less severe poisoning 
occurred, there was a history of chronic or 
recent alcoholism. Therefore the first thing 
that we should remember is not to give car- 
bon tetrachloride to hard drinkers or to any- 
one who has recently been on a spree. 

The second point is, to use the drug so as 
to get the minimum of harmful effects with 
at least satisfactory efficiency. Very few of 
the cases of poisoning have occurred when the 
dosage was not greater than one teaspoonful 
for an average sized adult. I believe that for 
the present we should never give more than 
4 cubic centimeters or one dram to a patient 
weighing about 150 pounds, and correspond- 
ingly larger or smaller doses to individuals 
weighing more or less. 

The last point, which I believe to be equally 
important, is to take measures which will 
lessen the possibility of poisonous amounts of 


the drug being absorbed. Hookworms ar 


almost all in the very upper portion of th 


small intestine. If the patient swallows a 
drug on an empty stomach, in a very fey 
minutes that drug’ has passed into the small 
intestine, and in a few more minutes it hay 
done all the harm to the worms that it is 
going to do, and if allowed to remain in the 


gut any longer it may be absorbed and poison 


the patient, for if absorbed in sufficient 
amounts it is unmistakably a poison. Conse. 


quently, not three hours, but at the latest two 


hours, or better still one hour after taking the 


carbon tetrachloride the patient should take t 
magnesium sulphate or other briskly acting © 


purge. In this way I believe the vermicidal 
action will not be lessened, while there will be 
much less chance that enough of the drug will 
be absorbed to produce any serious symptoms 
of poisoning. 

Dr. Oscar Dowling (New Orleans): I want 
to appeal to the doctors over the country as 
well as those in some of the smaller towns, 
for their influence in bringing about better 
sanitary conditions in the home, with the 


hope of eliminating hookworm disease. In | 


my judgment if the doctors of the Staite of 
Louisiana would make it a routine practice 
to examine their patients for hookworm, they 
would find more of them suffering from the 
disease than they realize are affected by 1t. 

It is difficult to get statistics. If every 
case of hookworm disease were reported we 
could possibly find some way of making ar- 
rangements for the treatment of those af- 
fected. I appeal to you as the health officer 
of Louisiana for greater effort on your part 
toward this end—that of eliminating the 
hookworm. 





ONE HUNDRED PER CENT RESULTS IN 
THE TREATMENT OF TYPHOID.* 


By S. J. COUVILLON. M. D., 
Moreauville, La. 


In presenting the successful results in 4 


the treatment of a varied number of 


typhoid cases covering a period of f 


eighteen years of rural country prac- 
tice, it is not my purpose to institute 
anything new or perplexing to the pro- 
fession in the treatment of this dreadful 


malady, save, perhaps, to cite the aston- fj 


ishing fact that I’m yet to report my 
first death resulting from the disease. 

The lines of treatment which I have 
followed are not anything the ordinary 
practitioner, nor the specialist ever at- 
tempted, and while the mortality rate 
according to statistics varies from 8 to 
10 per cent, I’m really proud to enjoy 4 
distinction that, out of 134 cases of 
genuine typhoid fever, the recoveries 
have been 100 per cent. 


*Read Before the Louisiana State Medical 
Meeting April 24-26, 1923. 
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I very often wonder if those fortu- 
nate results are due to the treatment 
itself, or do they result from a natural 
change in the cyclical evolution of the 
disease? Is not typhoid fever less fatal 
than it was 25 and 30 years ago? Has 
it become less virulent in nature? These 
hypotheses are odmissible, for the his- 
tory of medicine tells us that epidemic 
diseases appear to undergo not only 


| changes in different years and seasons, 
/ but they also appear to undergo more 
| lasting changes. 
| admit this hypothesis and I have the 


I’m quite willing to 


kindest respect for certain traditions 
which have been handed down to us by 
our forebears, but I cannot forget that in 
a number of circumstances, and notably 


| in the treatment of typhoid fever, the 


greatest progress has been realized. 
As you will agree with me, to arrive 


) at a positive diagnosis of this disease in 


the rural districts, is most difficult, 
owing to the inaccessibilty of good 
laboratories, and while I never alto- 
resorted to this RELIABLE 
method in determining positive diagno- 
sis, yet I never meditated when in 
doubt. Recognizing the disease as a 
bacteriemia and especially in suspected 
cases, my diagnoses were always arrived 
at through blood culture findings, the 
medium to reach the bacillus typhosus. 
At times when I have been confronted 
by endemic and seeming epidemic condi- 
tions, I would very often do away with 
blood culture methods of making a diag- 
nosis and declare my cases purely from 
the usual clinical symptoms and signs. 
The same regular line of treatment ap- 
plied and, of course, with perfect re- 
In the variety of cases which I 
have had, a large number escaped or 


| failed to develop intestinal lesions and 
) this was particularly true with my early 
| experiences in the handling of typhoid 
) fever cases. 


I presume that the recog- 


) nition of this fact years ago led me to 


differ with my superiors and with the 


» manner I was taught—to believe that 
rate § 




















® tent fever. 


the disease was essentially an enteric 
fever. It is at such exigencies that 


blood culture diagnosis plays an import- 
ant part, as well as with the exceptional 
» cases which begin with angina, gastric 
} catarrh, lobar pneumonia or intermit- 
These conditions are well 
The 


calculated to puzzle the clinician. 


COUVILLON—Treatment of Typhoid Fever. 









85 


same condition of affairs are applied to 
the slight forms, to ataxic forms, with 
early delirium, meningitis or acute 
mania. 


Candidly, I feel that there is abso- 
lutely no excuse for any confusion of 
typhoid fever with other protracted feb- 
rile conditions, as any simulating ail- 
ments, can be immediately differenti- 
ated through the serum reaction and 
blood culture findings, not to disregard, 
however, the bedside experience of rural 
physicians in properly determining such 
conditions by clinical symptoms. 

Within the last years, typhoid has 
been pathologically regarded as a bacte- 
riemia from the onset. It has not been 
so long that pathologists and bacteriolo- 
gists have positively determined the 
condition not to be a hyperplasia of any 
special tissue, but rather a proliferation 
of the endothelium, rendering the circu- 
latory apparatus the seat of the viru- 
lence of the toxins. As a matter of fact 
I have been theoretically in accord with 
these well-established facts years ago, 
as well as to be convinced that the dis- 
ease not only presents lesions in the 
Peyer’s patches of the terminal ileum, 
but as well in the solitary follicles of 
the cecum, causing a tendency to stasis: 
and where the absorption of taxins are 
more pronounced. 

Having had these facts in mind with 
all of my cases, my usual measures of 
treatments have been always properly 
instituted, special symptoms and com- 
plications handled as conditions would 
warrant, bringing about seeming mar- 
velous results in the handling of typhoid 
fever cases, extending over a period of 
18 years of practice. 

What our health boards, hygienic ex- 
perts and specialists tell us to do now 
regarding the preventive measures of 
typhoid, has been placed into execution 
by me all this time, and while it has 
always been a very hard matter to have 
some of the most essential points car- 
ried out in the rural districts, still I 
have met with little difficulty to intelli- 
gently apply the typhoid vaccine and 
with exceptionally good results from all 
angles. It has not been very long since I 
have used the first typhoid vaccine in the 
treatment of such cases, but it has been 
some time since I have ceased to use 
them. The theories advanced for its 
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efficaciousness are indeed disappoint- 
ing to me. I have tried them in a 
variety of cases, but I have been unable 
to discover their merits. The same con- 
dition which applies to the various sep- 
ticaemias is equally true with a system 
where there is already a bacteriemia. 
We are all familiar with the effects of 
serum on the other forms of infection 
and the one designated in the treatment 
of typhoid fever should be shelved. 


REST, BALNEOTHERAPY, DIET, 
ELIMINATION, are the four real 
measures when properly instituted, 
form the fundamental principles of 
treatment. Rest is a measure which is 
universally practiced in all long and 
continued illness and occupies a very 
popular domain with the success of ty- 
phoid fever patients. It proves so bene- 
ficial in the latter stages of the disease, 
particularly when cases are threatened 
with intestinal hemorrhages, menin- 
gitis and other types of nervousness. 


Balneotherapy has proven almost a 
specific with all my cases, irregardless 
at what stage of the disease and what 
complication arose. The trials which I 
have given this branch of treatment, 
I’m willing always to give it the fullest 
justice. A time-honored sympathizer 
of the Brand baths, I regret that the 
disadvantages which it affords by the 
results of poor nursing facilities in the 
country and for the further fact that 
patients are less disturbed and manipu- 
lated, which proves so detrimental dur- 
ing the advanced stages of the disease, 
by the shivering, shock and other unto- 
ward symptoms so common following 
tub baths, I have found the cold packs 
preferable. 

The packs are usually applied in the 
form of a sheet wrung in cold water at 
a temperature ranging from 50 to 55 
temperature, the patient immetiately 
wrapped into this cold sheet and re- 
wrapped in a dry sheet, blanket or 
counterpane and made to remain in this 
packing according to the temperature 
and reaction. In the event that a fall 
in the temperature is unnoticeable with- 
in a reasonable length of time, the same 
procedure is repeated. I never applied 
the cold packs unless the temperature 
exceeded 102° F., but when reduced to 
100°, I’d remove them. During 
the course of the disease, I would inva- 


riably retain an ice cap to the head and 
in the interims of the packs, I always 
kept one over the abdomen. The ab. 
dominal ice bag largely minimizes 
tympanites and danger to intestinal 
hemorrhages and the head cap is very 
serviceable to control nervous manifes. 
tations. Balneotherapy must be com. 
menced at the very incipiency of the 
disease and continued throughout its 
course. These packs are not only bene. 
ficial upon the symptoms of the present, 
but upon the symptoms of the future. 
They actually change severe types to} 
moderate ones, lower the virulence of 
the bacillus, a powerful stimulant to the 
nervous system, the logical febrifuge, a 
powerful agent to combat the prostra- 
tion common in typhoid fever. By its 
persistent uses, I have demonstrated the 
almost complete control of all nervous, 
digestive, cardiac, pulmonary and renal 
complications. 

DIET in typhoid fever should be lib- 
eral and well regulated, consisting of 
eaaily assimilated fuo.'s, ziven at regu. 
lar intervals. Nothing excels milk—pure 
fresh milk to which lime water is added. 
It’s a splendid food, an excellent drink 
and a very good diuretic, but owing to 
its deficient caloric properties, it can 
not serve as a food alone and has to be 
combined with a variety of carbohy- 
drates to lessen nitrogenous waste and 
combat the tendency to intestinal toxe- 
mia, which is always prevalent with 
stasis, particularly in the cecum. Con- 
bined with other foods, strained soups, 
mashed and baked potatoes, ice cream, 
strained vegetable soups, eggs in its dif- 
ferent forms (soft boiled or the white 
of an egg raw, bread and butter, toast 
with cream), is the ideal diet, which 
will maintain the vitality of typhoid 
patients, thereby lessen the emaciation 
and general weakness which always fol- 
lows. 

Elimination, therefore, is very essen- 
tial and under that head comes the 
medicaments which I have used ané 
forms the only real drugs necessary 10 
typhoid fever. Daily intestinal move- 
ment is the most essential point and 
this can usually be accomplished by 4 
three dram dose of castor oil, to which 
4 or 5 drops of turpentine are added 
The same quantity of mineral oil with 
turpentine will do as well and are the 
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only means to overcome a too pro- 
nounced toxemia, thereby rendering the 
symptoms milder and the course of the 
disease shortened. Two or three pints 
of fresh water to which lactose, with 
citron and orange juices are added, 
should be drank in the 24 hours, as an 
abundance of fluid flushes the kidneys, 
stimulate diuresis, which is one of the 
best features in prognosis. As long as 
the kidneys are active, in spite of severe 
symptoms, I’m always satisfied for the 
poison is almost eliminated and severe 
complications are usually absent. With 
balneotherapy well and systematically 
applied, a proper diet given at regular 
hours, thorough elimination to be kept 
in mind, I have seldom seen the dry 
red tongue, sordes on teeth, tympanitic 
abdomen and a general condition of 
stupor. The classical picture of typhoid 
is markedly altered and the two great 
factors of intoxication and infection are 
practically conquered. 


I wish it to be strictly understood 
that in my early years of practice, I 
have used many remedies in the treat- 
ment of typhoid fever. I used practi- 
cally all of the intestinal antiseptics 
known to the pharmacopeia, I believed 
then in the non-nourishing diet and in 
the Elixir Alimentaire, which in those 
days and still among a certain class of 
physicians, occupied a prominent 
sphere in the treatment of typhoid, 
both as medicine and a nourishment. I 
believed also in the treatment of symp- 
toms as they arose and not the disease 
and as a.consequence I’ve had cases of 
typhoid to maintain temperature for 
weeks and sometimes months, although 
free from complications. I have the 
record of a young girl who kept a tem- 
perature ranging from 101° to 103° and 
104° for 91 days, due, I am convinced, 
to the indiscriminate use of Ducro’s 
Elixir—an agent when used in pro- 
tracted febrile conditions, serves no 
other purpose but to add fuel to the 
fire. The complications which I had 
with my cases then were a few cases of 
delerium and several with intestinal 
hemorrhages and they too were pro- 
miscuously drugged with the usual 
nerve sedatives and intestinal astrin- 
gents. I had a corresponding number 
of such complications since, extending, 
however, over a longer period of years, 


the regular routine of treatment only 
was instituted, the forms were milder 
and the results very much more satis- 
factory. 

In conclusion, I wish to reiterate 
what I had to say in the beginning of 
this paper, and that is, I’m sure of not 
having brought out a point, new or 
difficult, which the ordinary practi- 
tioner, nor the specialist, are not famil- 
iar with, except perhaps the conception 
I always entertained since the early 
years of practice, differing as it were, 
with the first information I received on 
this all-important disease from the 
viewpoint of it being a special tissue in- 
fection. Said pathologica) comprehen- 
sion induced me to do away with so 
many useless remedies, so unnecessary 
in the treatment of typhoid fever. The 
favorable symptoms and consequent re- 
coveries, which all of my patients were 
so fortunate to reap, depended alto- 
gether upon the four cardinal points of 
treatment: Rest, Balneotherapy, Diet, 
Elimination. With such measures prop- 
erly instituted, my patients were made 
able to fight for the perfect develop- 
ment of the agglutinins, which depends 
altogether upon bacteriolysis, setting 
free the endotoxins of the bacillus ty- 
phosus. In other words, my patients 
were able to develop their own immu- 
nity. 

To accomplish all of this successfully 
every typhoid patient should receive the 
strict attention and surveillance of the 
attending physician. When danger 
threatens, do not thrust the responsi- 
bility of your case in the hands of 
another person. It’s your property and 
it becomes a question of win or lose. 
Your visits should be frequent and 
regular, your instructions should be fol- 
lowed to the letter and if all such meas- 
ures can be properly carried out, you 
may expect “One hundred per cent re- 
sult in the treatments of Typhoid.” 


DISCUSSION. 


Dr. J. Birney Guthrie (New Orleans): 
Dr. Couvillon referred twice to an egregious 
error in the teaching’ of the pathology of ty- 
phoid fever, I cannot remember whether I am 
responsible for part of the doctor’s medical 
education, but I do know of one institution 
in this particular neighborhood where no such 
teaching has been in vogue for twenty years. 

I feel the title of his paper is sensational—~ 
that his paper should be accompanied by a 
little more proof. It is rather inconceivable 





88 HEROLD—Treatment of Tetanus. 


to me that a man living in the country district 
of Louisiana should in eighteen years present 
a series of 154 cases of typhoid fever, all of 
which were confirmed by blood cultures. That 
is something that living and working next 
door to a laboratory we cannot accomplish. 
The difficulties connected with obtaining 
blood cultures are tremendous, and we all 
know the organism is recoverable from the 
blood only at a certain time in the early 
stages. So it seems to me a paper of this 
kind should be accompanied by more definite 
proof. We know men in the country can do 
wonderful work. The work of McKenzie, 
Jenner and others has shown us that we have 
to go to these men who see conditions fre- 
quently that do not come to us. Take for 
example malaria. What do we see or hear of 
malarial conditions? We have to look to you. 
But we work hard on our cases and we do 
not come here unless we have the data at 
hand on which we base our opinions, and I 
think it is incumbent on every man who pre- 
sents a paper to give the data on which his 
conclusions are made. The fact that he lives 
in the country makes the obligation no less. 

Dr. A. A. Herold (Shreveport): I wish to 
congratulate my good friend, not on his 
method of treatment, but upon his unusual 
success. I think a great many of us use 
about the same treatment. 

I saw a case of typhoid fever not long ago, 
a severe case, that had been treated along 
these lines in a high class institution with a 
nurse in constant attendance, and although 
we tried to keep the toxemia down with min- 
eral oil, balneotherapy, proper regulation of 
diet, complete rest, the man developed intes- 
tinal hemorrhage and died of dilated heart. 
Evidently the doctor has had something be- 
sides treatment in his favor. He has had 
luck with it, to show such good results. 

He spoke of strained soups. If he had ref- 
erence to meat broths I want to say that he 
is giving a food of very little value, but 
a very good culture medium for the intestinal 
tract. Otherwise I think his treatment is 


sane and rational. 

Doctor Guthrie dwelt on the matter of 
confirming’ the diagnosis. We know that in 
the early days you can in many cases get the 
bacillus from culture. After that we have 
to depend upon the Widal reaction. 

Dr. R. McG. Carruth (New Roads): Doctor 
Couvillon has contribute da very remarkable 
paper and I congratulate him as much upon 
his courage in coming here and telling us 
that he has had 100 per cent cures in typhoid 
fever, as I do upon the systematic manner in 
which he has brought together his points and 
elucidated the q=cstion. 

It was Herbert Spencer who said something 
like this:: “If a man think he knows a thing 
and say it, whether he be right or wrong, it 
is well. For if he be right, the world, in time, 
will come to know with him the truth, 
whereas, if he be wrong, the world will show 
to him his error, and the world and he will 
have profited thereby.” 

But my percentage of cures has certainly 
been far different from his. I want to con- 
gratulate Doctor Couvillon also on finding 


out long ago that he failed to get results Ff 
from Ducro’s Elixir. I learned not to give 
this and various similar concoctions jp 
typhoid fever many years ago, and I am sure 
my percentage of cures has possibly doubled 
since that time. 

Doctor Couvillon spoke of balneotherapy, 
but I do not remember whether he included in 
that enteroclysis (injection of salt water into 
the intestinal canal), but that has been the 
treatment I have followed. I do not use the 
cold pack. My people do not like the cold 
bath, and I find better results from the warm 
bath in bringing’ down the temperature. | 
use a tepid saline injection every day. 

Dr. S. J. Couvillon (closing): Answering 
Dr. Carruth, I wish to advise that what | 
mean with balneotherapy as one of the divis. 
ions of my line of treatment of typhoid fever, ff 
is hydrotherapy or treatment by cold applica. 
tions and not saline injections as he under- 
stood. I wish to thank the Doctor and Doctor 
Herold for their kind discussions of my paper, 

In reply to Dr. Guthrie, it is plain to under. 
stand that he did not follow the exact word- 
ings of this paper. My cases in toto are 134, 
not 154. Perhaps the next 20 cases I will lose 
them all. Another point is that I did not say 
in the paper that all of my diagnoses were ff 
based on blood culture findings. I believe to 
have made it plain, that it was the most posi- Bf 
tive way to arrive at a diagnosis, but owing to F 
the disadvantages we are confronted with in 
the rural districts, my diagnosis were more 
frequently arrived at by the usual clinical 
signs and symptoms and that with the proper 
lines of treatments instituted, I secured the 
results that I have stated. In doubtful cases, 
however, I invariably resorted to laboratory 
tests. Under such circumstances, it would be 


a physical impossibility to make the exhibit B Sic 


of my various diagnoses, as the doctor de- 
sired. 

The same applies to the remarks of Dr. Bel. 
I had only 134 cases in eighteen years of Ff 
practice and not 154, and that it was only 
when my cases presented a puzzling picture 


that I resorted to the laboratory, but not s 


always. 





TREATMENT OF TETANUS.* 


By ARTHUR A. HEROLD, M. D., F. A. C. P. 
hreeveport, 


It is our purpose, in this article, to 
deal with the subject of tetanus, purely 
from the therapeutic standpoint. A 
more fitting title, perhaps, would have 
been “Rational Treatment of Tetanus” 
or “The Treatment of Tetanus Without 
Useless Frills,” as we shall explain 
later. The writer is not one of that 
group fond of radical departures from 
accepted teachings, but he believes that, 
if a method in general vogue today 
seems irrational, it should be decried 
and protested against, in unequivocal 
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» hands, 
) practically. My discussion, which, by 
| the way, was not accurately reported in 
}the published proceedings, was not re- 
} ceived with sneers; on the other hand, I 
» was told afterwards, by one of the par- 
i ticipants, that my point of view “had a 
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§ terms, even though it may have been ac- 


cepted, without a murmur, from the 
day of Pasteur, John Hunter or even 


from Hippocrates! 


At the last meeting of the American 
Medical Association, in St. Louis, Dr. 


} Willard J. Stone of California read a 
} most excellent paper on this subject, in 


which he submitted interesting statis- 
tics from both civil and military prac- 
tice. When it came to the treatment of 


developed tetanus, he advised the usual 
) procedures including antitetanic serum, 
}intraspinally and intravenously. This 
} method was freely seconded from the 


floor, until we had the temerity, in the 
face of what one might term the unani- 


} mous opinion of experts, to get up and 
} say that we question the advisability of 
) the use of serum in the spinal canal, on 
ithe ground that, when we consider the 
} pathology of the disease, the treatment 
d by the blood stream is the more rational 


and, in a limited number of cases, in my 
has proven more beneficial, 


whole lot to it” and was well worth con- 


sidering; the only reply on the floor 
| was that experimental treatment, by 
_ and others, had pointed out that 
» the 
» with intravenous, is the most beneficial. 


intraspinal treatment, combined 


First and foremost, it should be 


) stated that the treatment of tetanus re- 
» sembles, 
) therapy for certain mental conditions 
}that we often encounter, in that the 
ireal time to treat it is before it begins; 


le, to 


most markedly, the best 


but, whereas, with this disease, the 
antedating usually is only seven to ten 
days, previously, in Neuro-Psychiatry, 
we must go back one or more genera- 
tions, which makes it impracticable. 
But, seriously, if every case of what is 
called “potential tetanus”, but which 
ls, in reality, tetanus in the first stage, 
Were to consult a physician and the phy- 
siclan were to exercise due caution, by 
not daring to take the chance of omit- 
ting prophylactic serum injection, we 
Would not have cause for the discussion 
In this paper, today. 

Unfortunately, ar a large num- 


ber of these wounds do not come under 
a doctor’s attention until the disease 
has reached what should be termed the 
second stage or, when the doctor does 
see the case early, he is sometimes care- 
less or thoughtless and sometimes he 
thinks of the possibilities, but errs in 
judgment on the side of danger, instead 
of safety. I recall that, during my 
interneship in the New Orleans Charity 
Hospital, where the giving of tetanus 
antitoxin was a routine procedure in 
suspicious wounds, we had several cases 
to come back with tetanus; upon look- 
ing up the records, we found that the 
use of the antitoxin was neglected in all 
cases, except one, and this one patient 
had a very mild—or what might be 
called aborted—case of the disease. 


Now, as to the rationale of the vari- 
ous ways of administering the specific 
antitoxin, for treatment of a case of 
what we say has reached the: second 
stage. It has been administered around 
the wound, along the tracts of the 
nerves from the wound, subcutaneously, 
intravenously, intraspinally (subdural 
and bulbar injections). Undoubtedly, 
in addition to excision of focus, the use 
of serum, deeply into the tissues, is ra- 
tional; attempts to block the passage of 
the toxin inside the nerve sheaths are 
sane, but are of doubtful efficacy inas- 
much as we know that it travels up in 
intimate association with the axon it- 
self; subcutaneous use for slow absorp- 
tion, to fortify intravenous administra- 
tion is very good, but the subcutaneous 
method, alone, in this stage, is not to be 
relied upon. When we come to discuss 
the intraspinal use of this irritating 
substance, let us stop and consider, for 
a few minutes, in what diseases, direct 
medication thus used, is beneficial, with 
the pathology of these ailments. In 
meningitis, especially the meningococ- 
cic form, where there is an active in- 
flammation of the meninges, with the 
organisms demonstrable in the cerebro- 
spinal fluid, the use of specific serum, 
early and in sufficient dosage, is indis- 
pensable. Next, we come to certain 
forms of spinal syphilis, in which direct 
specific medication was the vogue a few 
years ago; even though in this trouble, 
there is often meningeal involvement, the 
pendulum has swung back and I believe 
that I am justified in stating that a 
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methods of direct medication, as a rou- 
tine, unless treatment by the more prac- 
tical venous way, often supplemented by 
spinal drainage, should prove _inef- 
fectual. Now, with tetanus, it is uni- 
versally accepted that the toxin reaches 
the central nervous system by way of 
the axis cylinders of the peripheral 
nerves and that, when it does get there, 
it is intimately bound up with the nerve 
tissue itself—and not causing a menin- 
gitis, at all. I have searched the litera- 
ture to see if anyone has ever claimed 
to have found the bacillus tetani in the 
spinal fluid; the only thing approaching 
such a claim is that of Lacy & Murdock, 
in Journal of Laboratory & Clincal 
Medicine, where they report a case of 
tetanus, in which centrifugalized cere- 
bro-spinal fluid revealed no organisms, 
but from which they claim to have 
isolated the germ from cultures; how- 
ever, their work has not been con- 
firmed, as far as we can learn, but, 
admitting that it is so, this case was 
probably an exceptional one. Now, then, 
except for this one instance, we have no 
evidence that the toxin is exerting its 
harmful effects anywhere except within 
the cord substance, itself; is it not 
reasonable and logical, therefore, to feel 
that there is better chance of reaching 
this substance through the vascular sys- 
tem than by bathing the cord in the an- 
titoxin. There is a possibility that 
spinal puncture might prove beneficial, 
in conjunction with intravenous anti- 
toxin, for, by relieving the pressure of 
the fluid on the outside of the cord, we 
enable the vessels within it to dilate to 
a sufficient extent to receive more of 
the antitoxin soaked blood. 

Along this line, Dr. D. W. Kelly of 
Winnfield, reported a most stubborn 
case before this society last year, in 
which he finally won out by his persist- 
ence with the specific serum, subcu- 
taneously and intravenously. 

A brief report of one of my cases 
would not be amiss: P. W., colored, 
female, a cook, employed by my sister, 
came to me, in an emergency, with a 
large gash in the neck, inflicted by an 
otherwise harmless neighbor, while 
under the spell of the “green-eyed mon- 
ster’; after cleansing, I sutured it and 
all went well till the tenth day, when 
she developed the usual muscular 


rigidity, trismus and headache; symp. 
toms, however, were rather mild, g% 
that I was loath to believe my suspic. 
ions; she was seen by three other men, 
who confirmed them, however. _ Rip. 
ping open the wound and treating with 
peroxide of hydrogen dressing, with 
one dose of 20,000 units of antitoxin, 
intravenously, was sufficient to effe¢ 
a cure. 

On the basis of the pathology re. 
ferred to above, I contend that intra. 
spinal antitetanic serum is unnecessary; 
that, if it is unnecessary, it is harmful, 
for the foreign material, including pre. 
servatives, are dangerous, to a limited 
extent, when so placed; that all the good 
that is claimed for this mode of admin. 
istration can be accomplished by intra. 
venous and _ sub-cutaneous methods, 
alone, if given early and in large enough 
doses; that spinal puncture is permis. 
sible for purposes of drainage, as above 
outlined, or for the use of magnesium 
sulphate, to control convulsions, accoré. 
ing to the Meltzer method ; that to bathe 
the spinal cord in antitetanic serum, 
hoping to cure the disease by this 
method alone is comparable to bathing 
the exterior of the body in castor oil for 
obstipation. 

Now, having dealt with my specific 
point, I wish, before closing, simply to 
refer to the other measures, which 
should not be overlooked. If it has no 
already been done, get your surgeon ti 
thoroughly extirpate the focus, if oneis 
known. The patient should be kep 
isolated, in a darkened and quiet room, 
on a mattress not too soft; he should k 
handled very gently and not worrie 
with too much treatment, other thaf 
the specific serum. If convulsions arf 
slight, under above outlined care and he 
is able to obtain a moderate amount 0 
sleep, drugs should be withheld; if 
however, anorexia, convulsions, ett, 
disturb him, chloral, chloretone or m0t- 
phine should be used, until he can bt 
put under the influence of magnesiul 
sulphate, used intraspinally or subet- 
taneously, or both ways. These things 
however, are only symptomatic, to tide 
the patient over until nature effects th 
cure and the only way that we can aid 
nature, of course, is by giving antite 
tanic freely, early tn the disease and 
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above all, by the methods by which it is 
effective. 
DISCUSSION 


Dr. J. G. Stulb (New Orleans, La.)—I ful- 
ly agree with the doctor on the serum 
treatment for tetanus. The wound should 
not be laid open, but cleansed with 
soap and water and then antiseptic dressing, 
and then antitetanic serum given intraven- 
ously. The same treatment as you give 
malignant fistula or anthrax—wash the 
wound, but do not open up the fistula. Put 
on an antiseptic dressing and if you put your 
serum in intravenously you go right to the 


> Dr. M. H. Foster (Alexandria): I have had 
) no experience with the method employed for 
the purpose he is considering, but I want to 
offer this. I know definitely from the work 
we have done that it is now possible to 
empty the spinal canal early without a 
needle. Give 100cc of 15 per cent solution 
of sodium chloride, and the spinal canal 
begins to empty itself. This emptying 
is completed and the serum starts back at the 
end of six hours. Then give the serum again 
and you will have accomplished your drainage 
by eliminating the spinal fluid. 
) Dr. C. S. Holbrook (New Orleans): There 
has been a great deal of discussion between 
the intravenous and the intraspinous treat- 
ment for tetanus. The past few years intra- 


if) spinous therapy has been enjoying greater 


favor and there seems to be a tendency from 
the literature to rely in tetanus on the intra- 
spinous method, although not neglecting the 
intravenous. We fortunately have seen some 
results from the intraspinous treatment of 
tetanus that we could hardly expect from the 
older method. 

I recently saw a case, a child of six or 
seven, who following a five-day incubation 
period developed a violent case of tetanus. 
The intravenous serum was used, given three 
injections on successive days intraspinously, 
and the child got well—a most violent case, 
and with such a short incubation period ordi- 
narily the prognosis would have been ex- 
tremely bad. 

_Another case, following abortion, incuba- 
tion period of ten days, with violent symp- 
toms—three doses of serum given intraspin- 
ously; practically no reaction of any conse- 
quence from intraspinous therapy, although 
large doses were given. 

I feel so strongly in favor of intraspinous 
treatment combined with intravenous, that I 
should hesitate to treat a severe case any 
other way. I make it a practice to give a 
large dose, 10,000 to 20,000 units intra- 
spinously every second day until they have 
three doses. 

Dr. A. A. Herold (closing): Replying to 
Dr. Bel, I wish to say that I mentioned one 
case in which the authorities claim they found 
it in the canal, but that it had never been con- 
firmed. I mentioned it, although it was 
against my argument. 
_ Dr. Stulb speaks about the thorough cleans- 
ing, and, of course, that is necessary. I men- 
tioned extirpation of the focus. We know 
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that is very important. If it is a ragged 
finger or hand, just have the surgeon take it 
off. 

Dr. Foster spoke about the hypertonic 
saline solution to drain out the spinal canal, 
but according to my argument I do not con- 
sider it is necessary to use that because I do 
not care whether the serum reaches the spinal 
canal or not. 

Dr. Holbrook did not say how the serum 
put into the spinal canal reaches the interior 
of the cord and comes in contact with this 
toxin which is bound up there. I admit per- 
haps I am_ prejudiced, because the cases 
which I handled by the combined method un- 
fortunately resulted fatally, and I have a sus- 
picion that perhaps the irritating effect of the 
serum on the spinal canal may have had 
something to do with the unfortunate out- 
come. 

My whole point was this—that there is a 
better chance for serum to reach the place 
where the toxin is by getting it into the blood 
stream; then if you want to make a spinal 
puncture and give the vessels a chance to 
expand to a certain extent and allow more 
of the antitoxin to reach the cord itself, do it 
with this end in view. 





A CONCEPTION OF PSYCHO-NEUROSES 
AND SOME ERRORS TO BE AVOIDED 
IN THEIR DIAGNOSIS. 


By E. McC. CONNELY. 
Surgeon (R.) Usphs. 


I wish to speak this morning in behalf 
of the step-children of Medicine, the 
most misunderstood, most abused. and, 
I think, the most neglected of all our 
cases, the psycho-neurotics. 

In this group we are accustomed to 
place all members of that great family 
of so-called functional disorders, with 
the exception of the psychoses, but, up 
to a few years ago, having placed them 
there, we stopped. In speaking of them, 
medical works referred to “detecting 
hysteria” or like expressions which were 
a rather accurate reflection of the men- 
tal attitude of most physicians in regard 
to these cases. I think, however, that 
most of us have now reached a better 
understanding of these conditions and 
accord to them at least a portion of the 
sympathy to which they are entitled. 

A psycho-neurosis is really a social 
disease, and not a physical one and is 
the expression of the individual’s fail- 
ure to adapt himself socially and is, in 
fact, an effort on his part to escape 
from reality, just as a psychosis is. But 
unlike most psychoses he does not have 
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the mental deterioration and loss of in- 
sight to dull his suffering. On the con- 
trary, he is keenly alert to every detail, 
and one of his most common obsessions 
is the fear of becoming insane. 


His pain, unlike the physical suffer- 
ing of organic disease, is mental and 
from it there is no escape for it occupies 
his entire consciousness. The usual 
things which afford momentary relief, 
or at least consolation, to a sufferer 
from organic trouble are denied him, if 
he summons his recollections of the past, 
they merely serve to remind him of 
what he might have been. The thought- 
ful attentions of his family accuse him 
of his failure and he reproaches himself 
for not providing for them as he should 
or not taking a normal interest, and so 
he goes on exaggerating his trouble ap- 
preciating his inefficiency and con- 
demning himself for it, but powerless 
to resist. His family, his friends, and, 
too often, his physician regard him as a 
near maligners, or he thinks they do. 
They cannot understand his absurd re- 
sistance to all reason, why he persist- 
ently clings to silly ideas, admitting 
them as erroneous in one breath and 
taking them up again in the next. They 
do not see why he will lie in bed when 
there is nothing the matter with him. 
He is met on every side by assurances 
that he is perfectly well and he is ad- 
jured to “forget it”. But he cannot 
forget it, and he goes on through life 
turning to first one thing and then 
another in an effort at sublimation. 


Until recently, the advocates of the 
various schools were more or less intol- 
erant of each other’s ideas on this sub- 
ject, and when a discussion of psycho- 
neurosis took place, one wondered as to 
whether they were talking about the 
same condition or not. Of late, how- 
ever, the lines have become less sharply 
defined and a more liberal attitude is 
prevalent, thus a psycho-analyst will 
consider a deranged function of the en- 
docrine glands, the advocate of focal in- 
fections, may inquire as to a patient’s 
dreams or the exponent of heredity may 
change the patient’s environment. This 
is probably a result of our broadened 
knowledge having made it impossible 
for even the firmest adherents of the 
various schools to encompass all phases 
of a condition so complex by their own 


narrow creed. In short, we have come 
to see that we are not dealing with 
single symptom or group of symptoms; 
or yet with any one cross-section of 
case, but with the case as a whole, an 
a very intricate and complex whole into 
which many things and many combina. 
tions of things may enter. 


In considering a psychoneurosis we 
must look into: 1st the functioning of the 
various organic systems of the body— 
the cardio vascular, the respiratory, the 
digestive, the central nervous and) 
especially the endocrines; 2nd, the gen. 
eral mental make-up of the patient, 
especially his emotional reaction; 3rd, 
his heredity, his past life, the experi- 
ences which may have rendered him 
sensitive to certain situations; 4th, his 
present life with especial reference to 
his habits—alcoholism, excessive work, 
etc.; 5th, his present situation in life, 
i. e., unhappy marital relations, dis. 
tasteful occupation, uncongenial social f 
environment, etc., and any one, or all, § 
of these factors may play an important F 
role in the etiology of the condition and 
must be thoroughly gone into before af 
complete understanding of the individual f 
case can be arrived at. 
little difference whether the outward 
symptoms which have focused our at- 
tention on the individual be alcoholism, 
industrial inefficiency, or an emotional 
upset, or something else; we must locate 
the causative factor and treat it or else 
we have done little to help our patient 
to a permanent adjustment. 
illustrate this by citing a case which & 
came under my observation in a social 
way sometime ago. A young lady awak- 
ened one morning totally blind, her con- 
dition was properly diagnosed by anf) 
eminent optholmologist as_ hysteria. 


This opinion was concurred in by an# s 


equally prominent internist andf 
together they treated the case by sug- ff 
gestion and, happily, the blindness dis- 
appeared in a comparatively short time. 
This was perfectly proper so far as it 
went for, of course, we must deal with 
symptoms in psycho-neuroses, as well 
as in other diseases, but they stopped 
there and making no effort to ascertail | 
the underlying precipitating cause pro- 
nounced her cured. Yet something 
caused her blindness, and, not having 
been removed, it would seem logical t0 
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suppose that she may have another at- 
tack manifested either by blindness or 
by some other symptom. The trouble 
was that they, and I am sorry to say, a 
large portion of practicing physicians, 
think of hysteria and other psycho- 
neuroses in terms of symptoms and not 
as disease entities. In physical ail- 
ments they go beneath the surface, and 
if a man has a pain in his side with 
temperature, etc., they are not satisfied 
with saying he has an appendicitis or a 
| cholecystitis or what not—treating him 
until the acute symptoms disappear and 
‘pronouncing him cured—but they look 
‘for and treat the infected organ. In 
organic conditions they think of the dis- 
ease as a whole, all the way from cause 
ito end result, and the temperature of 
| appendicitis is merely the red flag of 
danger and so they remove the infected 
appendix which is the real cause of the 
trouble. They do not think of hysteria 
in this way, therefore, the blindness 
constituted the entire condition and, it 


,— having disappeared, the patient was 


icured. The difficulty is that a psychic 
reaction may not be seen nor felt, nor 
| can it be measured with a thermometer, 
} and many able medical men do not think 
it worth considering as an active causa- 
tive agent of disease. They look upon 
the subconscious mind as a vague nebu- 
lous thing of doubtful existence and do 
not regard it as a vast storehouse of 
past experiences, containing our own 
complexes together with the great mass 
of instincts which have gradually been 
» accumulated through the ages and 
» handed down to us by our ancestors. 
» And still the influence of the subcon- 
| scious mind may be so powerful as to 
| produce blindness, paralyze the entire 
| body or change the whole course of a 
i life. They grasp at the more tangible 
| symptom, appearing on the surface and, 
| if they are successful in relieving that, 
In doing this they leave 
» the patient exposed to the danger of 
| other attacks which may not, probably 
5 will not, be so easily relieved or will not 
be relieved at all and condemn him to 
wander from doctor to doctor or, worse 
still, from doctor to quack, dragging 
out a miserable existence of suffering 
§ and social inefficiency. 


As I have said before, I feel that a 
great many factors are to be considered 


in the etiology of psycho-neuroses, but 
I believe a most important development 
towards a better understanding of these 
patients has been the introduction of 
psycho-pathology. Through it we are 
arriving at an appreciation of the tre- 
mendous influence the sub-conscious 
mind has upon the conscious life. With 
it we are able to look upon a psycho- 
neurosis as a disease entity and know 
that the various symptoms displayed, 
such as the paralysis of the hysteric, 
the irritability and agitation of an 
anxiety-neurosis are merely the danger 
signals by which we are warned. Just 
as the fever of an organic disease is a 
warning and while we must do just as 
we do in an organic disease and treat 
these symptoms as they arise, it would 
not do to let an alcoholic drink himself 
to death while we arrive at the cause 
of his trouble any more than it would 
do to let the fever of a physical case sap 
the vitality of a patient while we are 
making the diagnosis. We must go 
further, as we do in the physical case, 
and must not stop at the subsidence of 
acute symptoms. If we can arrive at 
this point of view and learn to recognize 
these men in the early stages of their 
disease, we may do much to relieve the 
suffering of the world and do more for 
our own reputation as physician. The 
specialist only sees these cases through 
the family physician and he is the man 
who must act promptly, for, unless 
taken early, the prognosis, serious at 
best, is well nigh hopeless. 


I would impress the fact that a 
psycho-neurosis is a serious condition 
not to be considered lightly, which has 
to be handled with as much tact and 
judgment, if not more, than any other 
condition, if not taken early, before it 
has become chronic, is most difficult to 
palliate and well ‘nigh impossible to 
cure. I believe I can illustrate the im- 
portance of an early diagnosis with a 
case which I now have under my care. 
This man, an anxiety neurosis, was re- 
ferred to me some time ago by one of 
my colleagues. He happens to be an old 
college-mate of my own, and knowing 
him as I did then, I realize, with great 
force, how truly pitiable his present con- 
dition is. The neurosis dates back some 
twenty years, and he has gone from 
physician to physician, from quack to 
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quack; he has taken so-called psycho- 
logical cures that he chanced to see ad- 
vertised, spending everything he had 
and during that time only once before, 
about three years ago, has he seen a 
neurologist. To-day he is practically 
unable to do any work. He spends most 
of his time at his lodging in a dismal 
rooming house where he stays because 
he knows someone there who will sleep 
in the room with him and he dreads to 
be alone for fear of destroying himself. 
He has spells of agitation when he suf- 
fers intense agony. I found him in his 
room one very cold day last winter and 
he had not thought to light the stove. 
The most I can hope to do for this man 
is to relieve him to some slight degree, 
but had his family physician, twenty 
years ago, recognized his condition and 
advised him properly, he would have 
been spared not only the suffering that 
he has undergone, but he would prob- 
ably be holding a responsible position, 
and leading a happy self-satisfied life at 
the present time. 


It seems to me that the lay physician 


either does not consider psycho-neurosis 
at all or he looks upon the term as a 
mere diagnostic catch-all into which he 
may relegate all cases for whose symp- 
toms he is unable to immediately locate 


an organic cause. There is as much 
danger and injustice to the patient in 
one extreme as there is in the other. 
We are all familiar with the fact that 
the mental attitude of the patient enters 
into most illnesses. Frequently this 
mental attitude is more difficult to treat 
than the disease itself. The diagnosis 
is not an easy matter, and at times it 
is most difficult to know just where 
the organic stops and the psychic be- 
gins. We must differentiate the 
primary neuroses, which are purely 
psychogenic in their origin, from the 
secondary neuroses which have some 
physical basis. Above all, must we dif- 
ferentiate the neurotic reactions engen- 
dered by physical ailments which clear 
up with the disappearance of the or- 
ganic condition. The first step in mak- 
ing any diagnosis, is a thorough, com- 
plete physical examination. We must 
particularly eliminate lues, foci of in- 
fection, disturbances of endocrine func- 
tion and diseases of the central nervous 
system. Having done this, we are in a 
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position to look into the emotional rear. 
tions of the patient. We expect if 
psycho-neurotic to be absolutely sincer 
in his symptoms and to react to then 
with far greater emotion than a norm, 
man would to similar pains. He magni. 
fies them and builds them up and gives 
every indication of their being intensely 
real to him. The man who has a paralysis 
of his leg when in the hospital, but who 
can dance or play ball when he think 
himself unobserved is not a psycho. 
neurotic, nor is the man who one minute 
sits and tells of his feeling of unreality, 
of his inability to concentrate, etc., and 
the next discusses something else in a 
perfectly cheerful manner. The psycho. 
neurotic cannot get away from his 
trouble in this manner, it is always with 
him, he cannot forget it nor give it up 
no matter what he wants to do. A 
man with physical troubles, on the con. 
trary, has periods in which his pains 
are, to a certain extent, relieved. He is 
also able to think of his condition ani 
discuss it with more insight, and can 
take an interest in other things. Prob. 
ably the most difficult type of cases ti 
eliminate are the psychoses; especially 
those, such as Maniac, Depressive Ir- 
sanity or Dementia Praecox, who display 
hypochrondriacal ideas. Their menta 
mechanisms are more or less similar to 
psycho-neuroses, their motives are simi. 
lar, i. e., to escape reality. They ar 
equally sincere, and, in early psychoses, 
there is often no way of establishing 1f 
diagnosis except by prolonged observa 
tion of the course of a case. Indeed, 
one of the most frequent types of case 
that we see are mild praecoxes, whic 
have become arrested and who preset! 
little deterioration, masking under the 
guise of neuresthenia. 


The limits of this paper have causel 
me to deal with psycho-neurosis in 4 
rather summary manner. There ait 
many important points that I have left 
untouched, but I 


lightly, that they should be looked upo 
as having a precipitating cause for thell 
symptoms just as any disease has. That 
many factors are to be considered 1 
their etiology, and if results are to be 
had from treatment, they must lb 
recognized early and treated properly. 
Finally, the diagnoses is not to be made 
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without due consideration. They can- 

not be disregarded at all, nor yet can 

§ they be looked upon as a scape-goat if 

we wish to do justice to our patient. 
DISCUSSION. 


Dr. L. V. Lopez (New Orleans): The 
psycho-neurotic has been described recently 
by an essayist in the Journal of Psychiatry as 
being a safety-seeking’ individual whose first 
defenses have broken down. I think that is 
probably the best definition we have. In 
other words, the psycho-neurotic is an indi- 
vidual that, owing to his inefficiency in ad- 
justing himself to any difficult situation, will 
seek some avenue of escape. He cannot face 
facts. He may develop symptoms without an 
organic basis, he may develop certain mental 
tendencies which if taken in time he can be 
sensitized, just the same as bacteriological in- 
fection. It may be a sexual subject, it may 
be an occupational subject. 

Doctor Campbell in the same _ journal 
brought out the fact that a great many of us 
overlook helping these patients to get away 
from themselves. He gave an instance of a 
man who was a drug clerk, and his occupation 
became obnoxious. He never did care for it, 
but went into it to please his father. It was 
a long time before Dr. Campbell discovered 
this fact, but when it was discussed frankly 
with the patient he gave up the occupation 
and became a perfumery salesman. He had 
always been sensitive to odors as a child, and 
liked this occupation. Instead of advising 
him to give up his disagreeable occupation, 
Dr. Campbell was able to help this man con- 
tinue as a useful individual. 

Therefore the psychiatrist not only has to 
attack the problem as a medical man; attack 
the symptoms locally, but he must go further. 
It is true, as Dr. Connely has emphasized, 
} that thorough physical examination, including 
» the laboratory tests, is of primary importance 


\f in every case. 


Dr. W. J. Otis (New Orleans): The reason 
these people are stigmatized is failure to 
understand the psychology of the normal and 
the abnormal. That to a large extent is the 
fault of the medical colleges, where insuffic- 
ient time is given in the curriculum to the 
study of psychoneurosis and psychiatric con- 
ditions, and failure of hospital authorities to 
insist upon a compulsory neuro-psychiatric 
service; to the failure of the individual to 
receive proper attention, and to the failure to 
provide pavillions for the study of these 
people, 


PRACTICAL POINTS ON THE SIGNS AND 
SYMPTOMS IN THE DIAGNOSIS OF 
EARLY PULMONARY TUBER- 
CULOSIS.* 


By EMILE A. BERTUCCI, M. D. 
New Orleans, La. 





In the field of tuberculosis there is 
nothing more helpful to both physician 


“Read Before the Orleans Parish Medical Society, 
May 14th, 1923. 


and patient than the diagnosis of the 
disease in its incipiency. 

Phthisis being essentially a disease of 
intermittent course, presents a problem 
of great interest to the internist and to 
those who are especially interested in 
phthisiology—the very first symptoms 
are generally overlooked or passed up 
as a slight febrile disturbance or 
labelled some other condition, subsiding 
again without arousing suspicion; it is 
for this reason the disease has been 
allowed to take a firm hold on the indi- 
vidual and nearly: always reaches a 
diagnosable stage by the time the phy- 
sician is called in. The profession and 
the public should realize that the dis- 
ease can be diagnosed in its very in- 
cipiency—given the needful skill. Fol- 
lowing such diagnosis the physician sees 
the possibility of restoring a high per- 
centage of his cases to a reasonable 
working capacity. The patient is at 
once aware of the fact that he has a 
terrific battle to fight, and yet, he will 
be grateful for the discovery of the 
disease while the prognosis is good. 
How is such skill to be acquired? Skill 
depends upon two factors—(1) the 
natural equipment both mental and 
manual of the physician, and (2) the 
amount of time he can devote to the 
acquirement of the technical dexterity 
and special knowledge needed to carry 
out delicate manipulations and to inter- 
pret the results—full mastering of the 
subtleties of physical examination is 
absolutely essential primarily. 

However, full knowledge of the 
newer methods is also needed so that 
they can be used with profit. I refer 
to those methods which are so liable to 
misinterpretation, viz., the tuberculin 
tests and the X-ray, both valuable in 
their right places, but when knowledge 
of them is absent or imperfect they are 
liable to lead to fallacies. A febrile re- 
action to tuberculin, valuable though it 
may seem can be demonstrated in 50 
per cent of the clinically sound: how 
striking are right apex phenomena, root 
shadows on a skiagram, fever after 
exercise, and the like—till their exist- 
ence as part of the varying normal is 
brought fully into view. In these the 
absolute is wanting. Complete and 
thorough knowledges of the normal is 
needed, against which disease must be 
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balanced and this more so with physical 
examination than with the special tests. 
However, I shall endeavor to present 
the practical points on the signs and 
symptoms of early tubercular disease 
in so far as these are of especial diag- 
nostic value. 

Before going into the physical signs 
it is necessary that one should acquire 
a certain definite knowledge of the 
very early symptoms which may lead to 
a suspicion of the disease. It is the es- 
sential first step in its diagnosis; 
secondly the early symptoms supply an 
answer more potent than all biological 
investigations, to the pertinent ques- 
tion, “Is the condition at the present 
time active?” It is through symptoms 
that suspicion is first aroused and the 
patient led to consult a physician, whose 
attention must be directed in the right 
channel. As Pottenger truly remarks, 
“the first and most important point in 
the diagnosis of phthisis is to know when 
to suspect it”; for in many cases we 
have symptoms that do not point to the 
chest as the center of disease, but atten- 
tion is drawn into other channels, 
therefore, the physician must familiar- 
ize himself with the common symptoms 
and especially those most likely to lead 
him astray. 

In the insidious cases there may be 
symptoms which are likely to carry the 
patient far into the disease before 
advice is sought, and to this class belong 
quite a few: 

(1) Here we have the individual at 
the beginning who appears to be con- 
stantly fatigued, run down, and losing 
in weight, applies himself to tonics. 

(2) There are a group of cases 

somewhat similar with neurasthenic 
symptoms where nervous depression, 
insomnia, and digestive disturbances 
are striking, but the underlying cause 
of which may be tuberculo-toxic in 
origin. 
. (3) Cases which develop. an 
anemia, perhaps, which is the most 
striking symptom likely to lead to error. 
This is especially in young girls, there- 
fore, no chlorotic patient should be 
passed over without examination of the 
lungs. 

(4) Dyspepsia is common early in 
the disease which is often of a flatulent 
type associated with anorexia. 


(5) Fever and rapid pulse may 
first symptoms leading to disease, by 
tachycardia and palpitations on exer. 
tion may occur without fever or the 
pulse rapidity be out of all proportion 
to the thermometric change. 


Any departure from the norma 
range of temperature must be hel 
sufficient to demand an explanation, of 
which tuberculosis may or may not be 
the right one. There is no kind of 
fever distinctive of tuberculoais, but 
there are often certain elements about 
its temperature changes which are 
somewhat characteristic of the disease, 
What are these characteristic tempera. 
ture changes? Instability of body tem. 
perature over slight causes as reading, 
writing, a game of cards, mental worry, 
a thunderstorm, and the like causing a 
slight rise, but perhaps the most com. 
mon characteristic temperature reading 
which is met with in the very early 
stage, is a low morning temperature to 
97° F. or under accompanied by a slight 
evening rise, the whole fluctuation 
being excessive. This condition may be 
accompanied by a pulse frequency out 
of proportion to the thermometric 
change. The importance of this ip. 
creased swing of temperature as evi- 
dence of fever must be clearly recog- 
nized. Fishberg has remarked that “a 
patient with a temperature of 99.8° F. 
at 5 p. m. has not only 1° above normal 
when his morning temperature is 96.5°, 
but 3.3° above normal, and should be 
considered febrile.” Another point, 
which has been remarked about the 
fever of tuberculosis, is the curious re- 
tention of appetite in its despite. One 
writer has declared that “all patients 
who eat and digest their food well, in 
spite of fever, are tubercular,” and 
Fishberg remarks in support that 
“anorexia is a constant accompaniment 
of fever, excepting the fever of early 
tuberculosis,” and he says this is also 
true in the differential diagnosis be 
tween pneumonia and acute pneumonic 
phthisis; “in pneumonia” he says, 
“anorexia is invariably complete, while 
in acute phthisis the appetite may be 
retained more or less, and in spite of 8 
temperature of 103° F. or 104° F., the 
patient is apt to ask for nourishment.” 

Again normal temperature must not 
be taken as evidence of health, for early 
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phthisis may be afebrile, at least for a 
time but in such cases that the result of 
exercise, first suggested by Penzoldt, 
gives valuable infomation. However, 
before considering this we must know 
that there is a physiological rise of tem- 
perature due to exercise. How are we 
then to determine whether or not this 
rise is due to a_ tubercular focus 
Temperature in excess of the physiologi- 
cal rise is most likely indicative of tox- 
ins carried out from the _ tubercular 
bloodstream, whether 


by autolysis of the diseased tissues. A 
practical method to determine this fever 
test in any suspected case is to have a 
control who may be an attendant cr 
nurse of known physical soundness, and 
the only requirement of the test is that 
the patient and control share whatever 
exercise or labour test decided upon, 
which may be a long brisk walk or some 
other active exercise. The tempera- 
ture must be taken in rectum, for mouth 
temperatures are no criterion of the 
internal body heat. The difference in 
rise of the rectal temperatures 
becomes then the measure of the evi- 
dence of active disease in the case un- 
der observation. This test is especially 
valuable when the activity of a focus 
is in doubt. or where a subcutaneous 
tubercular test has proven positive to 
small doses without corroboration from 
clinical signs. Where chronic disease 
is present, we must bear in mind, how- 
ever, the vossible effect of tolerance 
leading to a negative result. Apart from 
other proof of tubercle we must also 
bear in mind that fever obtained under 


| these conditions is no specific test. 


(6) Laryngeal symptoms. Ready 
tiring of voice, hoarseness and aphonia 
due to tubercular disease already plant- 
ed in the lung but giving symptoms at 
an early stage in the larynx. 

(7). Pleurisy, wnich forms, as a rule 
a striking picture, is one of the most 
Important of the early symptoms of the 
disease, and the more delicate have our 
methods of investigation become, the 
higher is the percentage of idiopathic 
Pleurisies proved to be tubercular. Jous- 
set claimed to have found the tubercle 
bacillus in every one of 23 effusions 


| investigated. Pleurisy is followed in a 


large number of cases by pulmonary 


disease. Now comes the question, in 
what manner does a tubercular pleurisy 
effect the parenchyma of the lung tis- 
sue? It must be remembered that the 
lymphatics of the pleura pass to the 
root glands which will be readily ren- 
dered tuberculous, because the normal 
lymph flow in the lung is from the per- 
iphery inwards to the root, the upper 
and middle parts of the lung draining 
into the tracheo-bronchial glands, as 
was demonstrated by Ghon, the middle 
and lower into the bifurcation glands, 
and thence to the tracheo-bronchial 
glands; now when tuberculosis of the 
lymphatic glands arise, the lymph flow 
becomes obstructed in several areas and 
this blocking of the lymph channels 
leads to distension and finally to a back- 
ward flow either directly, from in-com- 
petence of their valve, or indirectly, 
through the free anastomosis of lymph 
channels in the lung whereby the lymph 
is drawn outwards into neighboring 
systems. However, whichever way im- 
pelled, the tubercle bacilli travel out- 
ward from the glands toward the peri- 
phery with a fan-shaped distribution 
passing through the lymphatic walls as 
they go and, hence, starting peribron- 
chial inflammatory changes. 

The relationship of pleurisy and 
phthisis was thoroughly investigated by 
Allard and Koester. Among 2,123 cases 
of phthisis a history of idiopathic pler- 
isy was obtained in no fewer than 550. 
Again of 514 cases of pleurisy with ef- 
fusion, followed up over a number of 
years, 47.7 per cent developed pu'mon- 
ary tuberculosis. Even after dry pleur- 
isy 42 per cent of cases developel lung 
disease. In patients developing pleur- 
isy, between the ages of 31 and 55, 60.4 
per cent afterwards sufferel with 
phthisis. In most cases (85 pe’ cent of 
the total) symptoms of lung disease 
develop within 5 years of the pleurisy. 

Idiopathic pleurisy is strong evidence 
of tuberculosis in lung or glind or that 
the disease is not far away and it is 
necessary to keep such cases under 
close observation especially during the 
first five years following :he attack. 

(8). Another symptom which may 
mask a beginning tubercalar condition 
in the lungs is a series of “colds” or 
bronchitic scizures, which may long ob- 
scure the diagnosis, bu: although the 
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possible varieties of cough are only 
characteristic to the trained ear, there- 
fore, it is best not to presume that, even 
with experience, an examination of the 
chest can ever be safely omitted in any 
kind of a cough that lasts over three 
weeks. 

(9). Hemoptysis or the spitting of 
blood as a possible early symptom is 
important to recognize. The fact that 
after the coughing and spitting of 
blood no further symptoms may appear 
for years, and yet, the disease be 
smouldering unsuspected. As there are 
a number of other diseases which may 
cause sputum to be blood streaked, I 
will only add that these other causes be 
excluded before reaching a conclusion 
as to whether it be of tubercular or non- 
tubercular origin. Lord, among, 1,381 
post mortems at the Massachusetts 
General Hospital, found 15 cases where 
a hemoptysis without subsequent illness 
had occured at some time in their past. 
In 14 of these, pulmonary tuberculosis 
was found to have been the cause, and 
the fifteenth was due to syphilis. It 
is, then, of the utmost importance that 
with a free hemoptysis (other causes 
being excluded’) phthisis should be pre- 
sumed, and the patient be treated for 
tais disease until the risk of extension 
can be definitely excluded. 


And now having arrived at a conclu- 
sion from symptoms to a suspicion of 
tuberculosis infection we now pass on 
to syme of the practical points on the 
physcal signs of early tubercular dis- 
ease. 


Fir:t Inspection:—I am not going to 
go int the ordinary detail of inspection 
but only intend to touch upon those 
points vhich are liable to be found in 
the diagosis of very early stages of the 
 isease. 

(1). Tix the apex of the heart and 
exclude aay organic disease of this or- 
gan before passing on to the lungs. 

(2). Asymmetry—Under this I wish 
to mention that in 50 per cent of 1st 
stage cases ‘here will be noted that on 
the affected side the point of the shoul- 
der and nippe are lower than the other 
side, the nimple smaller and seems to 
lie farther beck. Behind, the scapula 
at the lower nnferior angle may reach 
3 inches below that of its fellow and 
different distances from the spine, i. e., 
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nearer the spine, muscular atrophy of; 
little of the pectorals but more of the 
upper part of the trapezius. The super. 
ior border of that muscle instead of 
running straight from the neck to the 
shoulder, is flattened wasted, and hg. 
lowed out so that, as compared with the 
opposite side, much less of it show 
above the clavicle when viewed from 
the front, and above the spine of the 
scapula, when viewed from behind. This 
is more marked in men than in womer, 
As to causation, the sign is pretty cer. 
tainly tuberculo-toxic in origin. The 
characteristic unilateral trapezius atro. 
phy strongly suggests that the weaken. 
ing of the muscle in the upper part 
causes the corresponding half of shoul. 
der girdle to sag with the weight of the 
arm known as “drep shoulder.” The 
natural inferiority of the left side has 
nothing to do with it, for the right tra. 
pezius is oftener affected than the left 
agreeably with the fact that the right 
lung is more frequently tuberculous, 
Pottenger, like Fischer, describes a 
spasm of the miuscle overlying a tuber- 
cular apex due to reflex irritation bj 
nerve paths. This sign has a great 
practical, value, clean, objective, and 
definite. 

Palpation and Vocal Resonance.... .. 


It is but seldom of real value in the 
diagnosis of early apical tuberculosis. 
ee 

Up to the year 1875 there was an “era 
of heavy percussion.” but after this, 
C. A. Ewald recommended the very 
lightest percussion (Schwellemvert per- 
kussion) for outlining cardiac dulness. 
I, personally, am in favor of the light 
percussion stroke because it is based 
on the physical law that the smaller the 
stimulus the slighter will be the change, 
in which it can be sensed, so that the 
note over dull areas was practically ab- 
sent, and the difference between this 
“nothing” and resonance is more readi- 
ly detected by the ear when between re- 
sonances of different amount. Here 
again the skill of percussion and the de- 
termination of the pitch and quality of 
the percussion note depends agai 
largely on the acute and acoustive quali- 
ties of the auditory apparatus to dis- 
tinguish the difference in musical tones, 
since the percussion sounds are of com- 
plex musical nature, it depends upon 
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the particular musical qualifications of 


‘the percussor, whereas, one may be able 


to recognize the difference in a full tone 
or semi-tone ordinarily, so the one who 
js particularly versed in musical adaptiv- 
ness May recognize even a quarter tone 
difference between notes. On very many 
eases, a change of percussion note pre- 
ceeds any ausculatory evidence of dis- 
ease and is less open to other interpreta- 
tion than are the changes in breath 
sounds which represent the earliest aus- 
culatory signs. 

In percussing we must at first mark 
out Krénig’s area of resonance at the 
two apices, known as Kronig’s isthmus, 
and the earliest changes consist in a 
blurring of the outlines of resonance. 
This may occur on both outer and inner 
side, but commonly, the inner side most 
markedly at first. These changes may 
precede ausculatory signs and also 
symptoms such as cough and expector- 
ation. 

In percussing the rest of the lungs, 
we must bear in mind that the note 
above the level of the second rib is nor- 
mally of higher pitch than that over the 
chest below, and in percussing up the 
back, that the note normally rises in 
pitch from the base up, but so gradually 
as to produce no striking changes from 
point to point. Again, a somewhat puz- 
ling, but not uncommon, discovery in 
comparing the two lungs in phthisis is 
a contrast impairment on one side in 
front, but on the opposite side behind, 
what has generally been referred to as 
“crossed dulness”. This depends on a 
compensatory hyperinflation or “relax- 
ation” over one surface of the diseased 
lung, which becomes dull in front and 
hyper-resonant behind, or vice versa. 
The hyperresonant note gives a false 
impression that the opposite lung is dull, 
and thus a doubt appears as to which is 
the diseased side, a doubt which other 
signs will, as a rule, dispel. 

Since tuberculous processes tend to 
first appear, or at any rate reach ‘he 
surface, in the neighborhood of the apex 
of the lung, it is upon this area that at- 
tention must be concentrated in the de- 
tection of the earliest evidences of dis- 
ease. 

Krénig’s Isthmus in health is nor- 
mally 5 em. (2 inches) across, and 
should not fall below 4 cm. in extent, 
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such as found in persons of sedentary 
occupation,—clerks, tailors, and the 
like, and also in those of small stature. 
Apices of 3 1-2 cm. or below are decid- 
edly pathological. 

Topographical percussion is especially 
valuable in detecting the presence of old 
and healed disease. It furnishes incon- 
trovertible evidence of the presence of 
déep lung changes, whether active or 
arrested, in cases of “‘central’’ diseases, 
such as hilus tuberculosis, before the 
process has yet reached at any point the 
surface of the chest. The physical ex- 
amination of a difficult and doubtful 
case of chest disease is not complete 
without the comparison of Krénig’s 
areas of resonance. 

Percussion then supplies us with the 
following information: 

(1). The resonant areas are equal 
and of normal extent: evidence of 
healthy lungs. 

(2). The areas are of normal meas- 
urement, but one is displaced in posi- 
tion: a condition described by Kroénig 


under the name of “physiological 
heterotopia”. 
(3). There may be a blurring of one 


or other, or both margins of the reson- 
ant area with or without some general 
loss of resonance: a condition sugges- 
tive of early phthisis. 

(4). A difference in the width of 
the isthmus on the two sides may be 
discovered. 


Unilateral expansion of Kroénig’s area 
may be due to compensatory emphyse- 
ma, and when this is bilateral there may 
be slight widening of the isthmus. Un- 
ilateral retraction may be due to tuber- 
cular changes, recent or remote, or to 
collapse either passing or more perma- 
nent or to induration, the result of 
collapse. Bilateral narrowing is char- 
acteristic of hilus tuberculosis but may 
also be brought about by fibrosis, due to 
inhalation of dust. 


In this country, D. B. Lees has been 
the exponent of percussion and has 
called attention to the value of system- 
atic mapping out of the chest. W. Ewert 
also agrees that percussion signs pre- 
cede ausculatory in phthisis, except in 
the catarrhal form of invasion. Though 
accomplishment in auscultation must 
not be neglected, yet there is little 
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doubt that gentle percussion, too little 
practiced hitherto, is the easier to mas- 
ter of the two methods, and yields more 
certain and fruitful results. 
Auscu.tation 

In tne Ciagnosis of very early tuber- 
cular disease through auscultatory 
signs there are (1) Breath sounds, and 
(2) Adventitious sounds. . 

In regard to breath sounds,—Dr. 
James Jackson Jr., of Boston in the 
year 1833, while a student in Paris, 
communicated to the Societé Medical 
d’Observation, a paper on the prolon- 
gation of the expiratory sound as an im- 
portant sign of the early stages of 
phthisis. But since then Dr. W. F. 
Dutton, whose article appears in the 
Medical Record in 1922, claims that 
90 per cent of the cases of pulmonary 
tuberculosis can be detected before the 
usual stereotyped signs and symptoms 
become recognizable. He found in an 
observation of 20,000 cases a condition 
not previously observed and described 
in text-books which was for a while 
puzzling, but on close observation the 
sound was found to exist only in one 
condition,--pulmonary tuberculosis. The 
sound is one which is only heard on in- 
spiration and is the sound of a fine 
wood-plane often varying in pitch be- 
tween that of a wood-plane on soft pine 
and a soft rasping, continuous or alter- 
nating through the entire period of in- 
spiration but not usually heard on ex- 
piration. The sound is heard best in 
second and third intercostal spaces an- 
teriorly, on the side affected, between 
the sternal line and the midclavicular 
line, and is produced by the abrasion of 
lung tissue or infiltration on the exter- 
nal surface or in the parenchyma of the 
lung and does not affect the voice 
sounds, but only the breath sounds of 
inspiration, and which is known as the 
inspiratory sound. It is found to be 
confirmed in 90 per cent of the cases 
which were diagnosed incipient tuber- 
culosis. From my personal observa- 
tion of 200 cases, I found this sign to 
be present in between 90 and 95 per 
cent of cases which were confirmed by 
x-ray, and the tuberculin tests, and 
which presented the clinical symptoms 
as follows: 


(1). Chronic fatigue with slight 
evening rise of temperature, slight loss 
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of weight, with little or no cough,—7) 




























A 
per cent. adve 
(2). Loss of weight, slight cough, quie 
anemia,—20 per cent. earl 
(3). Dyspepsia, flatulated type, _ 
with anorexia,—10 per cent. alg 
It is the sound of great diagnostic) ;, g 
value. The normal inspiratory sound) gra 
is a soft blowing murmur except over § cor 
the right apex, in which inspiration is § os 
hivher pitched, and somewhat louder. § o¢ ; 
I ’o not attach much attention to the so- § jinn 
called interrupted, broken, or coz-wheel § pot 
inspiration, as much error is likely to} spo 
be made in so far as we find such con. jj; 
ditions in cardiac excitement, or the ef. } opr 
fect on the neuro-muscular mechanism 9} «jo 
of nervousness or cold. ant 
Harsh breathing is not a sign of § wit 
phthisis, but occurs where there is com- § pre 
pensatory over-activity in the healthier § Es 
lung, or over a healed focus, and is of § are 
the type of puerile breathing, a sound 9 crs 
normally heard over the lungs of chil- 9 pr 
dren. » br 
In the interpretation of the abnormal ff be: 
respiratory sounds, two points must ff is 
come out for investigation :— | 
(1). Are they strictly localized to af} 0 
small area of lung tissue? p ch 
(2). Are they present at the same ff - 
spot on more than one examination? : 
If they do not fill these requirements f or 
their significance vanishes, so it may be Dbl 
said that any anomalous form of respir- re 
ation fixed and confined to the summit § ,, 





of the lung suffices for a provisional 
diagnosis of phthisis. 
To recapitulate: 


(1). Examine inspiration and ex- jj 
piration separately, directing especial J 
attention to the former. 3 

(2) Having discovered an abnor- 
mality consider the following points: 

(a) Can it be only a physiological 
difference between the two sides? 

(b). Is it heard over a wide area oF 
strictly localized? 

(c). Is its localization related to an 
area where tubercle commonly appears? 

(d). Is its localization persistent; 
does it remain on more than one exam- 
ination? 

(e). Is it supported by evidence 
from the sources, such as impairment 
to gentle percussion? 
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Adventitious sounds or Rales:—If 
adventitious sounds are present during 
quiet breathing, the case is no longer 
early, but I will just pass on with a very 
few remarks in regard to this stage of 
the disease. What is known as the 
“alarm area,” described by St. Chauvet, 
is a spot that lies midway on a line 
© drawn from the space between the 7th 
cervical and 1st dorsal spinous proces- 
ses to the tubercle found on the spine 
of the scapula about the junction of its 
inner and middle thirds. Emile Sergent 
noted the first physical signs at this 
5 spot in 68 per cent of cases. Again in- 


-) filtration of the lower lobe at a point 
-} opposite the 5th dorsal spine, Fowler 


» claims a very valuable aid in diagnosis, 
» and infiltration at this point coincident 
= with signs at the apex, is almost positive 
proof of tubercular disease of the lung. 
» Especially characteristic in early stages, 
» are a few, perhaps three or four, sticky 
crackles at the end of inspiration, only 
present after a cough and with deep 
breathing, but if present in large num- 
| bers and during quiet breathing the case 
» is no longer early. 
' The significance of adventitious 
» sounds in phthisis depends less on their 
\' character than on their persistent 
| localization to a particular area of the 
' chest, and on their predilection for the 
) apex of the lung. Isolated involvement 
| of the apex of the lower lobe is a valua- 
ble confirmatory sign if found, but it 
' isbut rarely present. Remember that 
» non-consonating rales or one or both 
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apices, only stand for catarrh, and are, 
by themselves, no justification for a 
diagnosis of phthisis. 

In closing it might be apropos to sug- 
gest that thus far our facilities for 
study of clinical tuberculosis have been 
inadequate. Let us with a better un- 
derstanding of the infection, promul- 
gate new ideas, let us open our hospitals 
to the tuberculous and give the young 
man an opportunity to study the dis- 
ease. Let us avail ourselves of the op- 
portunity which the large clinical ma- 
terial now offers and we will all become 
more proficient in the early diagnosis 
of tuberculosis. 
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FOREWORD. means to this end will be the organiza- § this 


tion of a medical society in every parish J eon 
and through these societies to reach § not 
every man or woman who proposes to § pod: 
practice medicine in Louisiana; also to Ff) tha} 
endeavor to exclude those unworthy. = 
When this standard shall be attained all 
practitioners will be fully and thor- T 


ing, the American Medical Association oughly equipped for the great responsi- B oy, 
was promptly notified that we wouli ility laid upon them. Soci 
adopt the advertising policy under a hi 
which practically all of the successful MALARIA MUST BE ELIMINATED. cian 
medical journals of the country are now in k 
operating. In the future no advertise- it has been clearly demonstrated that J) yo, 
ment will be accepted for the pages of where there are no mosquitoes there is 9 
the Journal that does not meet the re- "0 Malaria. We know the source of § yy; 


quirements of the Journal of the Ameri- malarial fever and its possible remedy. 
can Medical Association. Those adver- °° Many of us have noted its results in 
tisements now running in the Journal ¢Solated homes, broken constitutions 
will be discontinued as soon as the con- 24 lingering sickness. It is our duty to 
tracts can be terminated. This insures ‘'Y, to shape public opinion, to teach 
a Journal of the highest type and one that private and public action conjoined § ong 
which we hope will merit and receive 1 time will bring a new order, and to §} com 
the cordial support of every physician P¥eSs the matter till all the resources of B inst 
in Louisiana. We further hope that in the popular will, fully apprehensive of Band 
due time every physician in Louisiana the danger and the remedy, combine to § wig 
who is qualified will become a member W°rk out the desired results. wis 
of the State Medical Society. Reports from an industrial institution — ene 
The purpose of the Journal is to as-_ in Louisiana where the payroll numbers f rea 
sist the Medical Society to unify the four thousand show that during June ' 
profession of the State toward further there were seventy cases among these : 
realization of its standards and ever- employees, causing an average loss of § A 
increasing excellence of service. The eight days, or a total of 560 days for one #jof 
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Your new committee has assumed 
direction of the publication and manage- 
ment of the Journal through the Secre- 
tary-Treasurer, who has been made 
General Manager. 

At the first meeting, this action 
being confirmed at a subsequent meet- 
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month, which the management recog- 
nizes as unnecessary and preventable. 

It would cost the parish authorities 
five thousand dollars, the State Board 
of Health providing a like amount, to 
put on an all-time health department 
which would insure an all-time health 
officer, a visiting nurse, a sanitary in; 
spector and a clerical assistant. The 
loss in one month to the industrial con- 
cern above mentioned would almost pay 
half of the expenses of the parish for 
the all-time health department for one 
year. This health department would 
‘conduct campaigns for the control of 
‘communicable diseases (which includes 
Malaria), eradication of soil pollution, 


' child welfare work including medical 


S inspection of school children and educa- 
S tion in hygiene. 

We, therefore, ask the members of 
the medical profession throughout the 
‘State to enter during the current year 
/upon the investigation and discussion of 
ithis subject in such a way as to fully 
convince our people that our mission is 
‘not only to heal the maladies of the 
‘body, but to shape and determine means 
ithat may prevent them. 





A HOME FOR PHYSICIANS. 


The movement inaugurated by the 
former President of the State Medical 
Society, Dr. Paul J. Gelpi, to establish 
a home for some of the faithful physi- 
cians whose lives were spent in gleaning 
iin barren fields seems to be striking a 
popular chord. 
' Dr. Gelpi has started a movement 
iwhich should be taken up and carricd 
jto completion. It means that a home 
j owned and supported by the Med ‘cal 
Society shall be erected where congenial 
surroundings could be provided for *te 
/Superannuated of our profession. As 
fendowment legacies and contributions 
come in, provision could be made for 
F instruction and comfort of the orphans 
»and physicians and for the care of the 
widowed where advancing years other- 
§ wise lone and cheerless could be bright- 
nened and the sorrows of life more 
readily borne. 


MORE REPORTING FOR DOCTORS. 


Acting on the suggestion of the House 
Bof Delegates of the State Medical 
Society at the recent meeting in New 
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Orleans, the State Board of Health has 
added to the Sanitary Code Article 511, 
which reads: “Physicians and mitwives 
shall report congenital deformities with 
the name of parents and address.’ The 
criginator of this idea was Dr. T:uman 
W. Brophy of Chicago, who enjoys the 
distinction of being one of the le:ding 
oral-dental surgeons of the world, and 
is noted for his success in the correction 
of deformities of the mouth. 

Many children come into the world 
with harelip, club foot and other de- 
formities which, if brought to the atten- 
tion of the institutions of the State, 
might be corrected and the child instead 
of being crippled and deformed could be 
trained to a life of usefulness—an asset 
instead of a liability to the community. 
It is for this reason that physicians are 
urged to make prompt reports of all 
congenital defects with the hope, where 
the parents are not financially able to 
provide the necessary attention, that 
arrangements can be made for treat- 
ment of the child in some institution of 
the State. 


MEDICAL PROGRESS. 


Every little while something will 
come up that will make us pause and 
ask ourselves if we are really making 
any progress in a medical line—mean- 
ing, of course, all branches of medicine 
and surgery. It is true that many sup- 
posedly valuable discoveries or irven- 
tions have not had the “staying power,” 
that we are still groping in the dark, 
more or less, on the cancer problem; 
that no one has yet definitely isolated 
and described the causative organisms 
of variola, measles, acute anterior 
poliomyelitis and other acute diseases; 
but, on the other hand, we should stop 
to consider the strides made in preven- 
tive medicine, in surgery, in pharma- 
cology, in endocrinology, in the past 
decade. 

We should remember that many new 
things are over-rated at first, so that the 
pendulum swings back too far after the 
first trials; then the remedy or method 
assumes its real position, midway, as it 
were,placed there by the conservative 
element in our profession. 

Many radical innovations are ac- 
claimed too soon, especially by the laity 
and the lay press. We remember how, 
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only a few years ago, the country be- 
came excited over Friedman and his 
turtle-bacillus treatment of tuberculo- 
sis; the then Secretary of State of the 
United States honored him with his 
presence at his clinic in New York. 
Again, we have but recently heard much 
of the “Abrams’ method of diagnosis 
and treatment,” shrewdly advertised 
and many honest men fell for it; it has 
now been exposed in both lay and medi- 
cal press. Such things as these really 
serve to impede medical progress, re- 
gardless of whether they are intended 
as frauds, are put out with honest inten- 
tions or are simply premature attempts 
on what might some day be real valuable 
contributions to our therapeutic arma- 
mentarium. 


Again, too often do we have really 
valuable contributions hurt by promis- 
ing too much for them by the lay writ- 
ers. We had a glaring example of this 
only recently in the write-ups of Bant- 
ing and Best’s wonderful work in pro- 
ducing insulin; some newspapers and 
magazines gave out the impression that 
we now have a certain and sure cure 
for all diabetics; of course medical men, 
who were informed, could promptly ex- 
plain this misinformation away, but, un- 
fortunately, these reports had some of 
the doctors misled, too. 


All these things should be considered 
in estimating our “Medical Progress.” 
The fact remains, however, that we are 
going steadily forward, in spite of occa- 
sional backsets and the Journal confi- 
dently looks forward to better and bet- 
ter work in solving our riddles; we are 
optimists and believe that each decade 
will be an improvement over the previ- 
ous one in this respect. 
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AN APPEAL FOR INFORMATION ON Ff 
MATERNAL WELFARE . 


The Committee on Maternal Welfanf 
of the American Association of Obstet} 
ricians, Gynecologists and Abdominal 
Surgeons is anxious to procure accurat) 
information as to the progress which at 1 
each State is making in the matter o ling 
Maternal Welfare in order to formulat), . 
a report for our annual meeting in phis 
Philadelphia, in September. j offi 

A preliminary programme was pub.[tivé 
lished in the issue of the Americanf cer; 
Journal of Obstetrics and Gynecologyf is | 
for June, 1923, which it is hoped may kf 
a suggestion of an outline for nation) °° 
work among all organizations which} “¢ 
have a common basic line of endeavor) rep 
including Medical Societies, Depart.) 


ments of Health and Commissions off} pee 
Social Workers. oo 
We shall be under many obligations iff 
you will be kind enough to send at your} 
early convenience a brief synopsis of the} 


most important if possible a contrast off Ley 
the record of the clinics or region) {,. 
where patients have been privileged tofigot} 
have pre-natal care with the statistia}) 
of the community in general where m}/pr. 
supervision has been afforded the pros§ deo, 
pective mothers. whe 

These it is planned to have incorpor§ cor 
ated into the completed survey to bthe 
presented to the Association and to kB on 
published in the Annual Transactionp)j, ; 
later on. 


DR. HENRY SCHWARZ, 





ON FF ANNUAL REPORT OF THE RETIRING 
: PRESIDENT 








fart 
By DR. W. H. BLOCK 
ostet. d New Orleans. 
minal : ‘ 
ura’, It is prescribed by our by-laws that 


vhich} at the expiration of his term the retir- 
er offing President shall give an account of 
“y shis stewardship during his term of 
‘Doffice, but if you have listened atten- 
pub. ‘tively to the reports of the various offi- 
ricanpcers you will agree with me that there 
ologyfis little left for me to report. How- 
Ded lever, there are a few outstanding feat- 
whichf Ures of the term of 1922 that might bear 
savor, repeating. 
part) Our meetings during the year have 
ns of ‘been well attended, the average atten- 
wail hance, 125, which would seem to indicate 
“yours that, at least they were interesting. We 
of thep have had two special meetings which 
e andj deserve special mention, one was our 


ast i} Lewis night, the other Pasteur night. 
E10 “Lewis night” was in celebration of the 
ed tH)60th anniversary of the entrance into the 
‘istic medical field of our own dearly beloved 
‘Dr. Ernest Sidney Lewis. It was, in- 
deed, a great pleasure to thus honor him, 
who stands among us as the nestor, 
‘commanding the respect and deserving 
the love of all his fellow practitioners. 
‘P Long may he continue to live among us, 
is the urgent prayer of your humble 
servant. 
_} The Pasteur meeting was an event of 
the year and seemed to be thoroughly 
enjoyed by all present. Every phase 
y4of the subject was covered by various 
speakers and the evening was one long 
y} to be remembered by those who attend- 
ed and appreciate the position of Lewis 
Pasteur in the history of the world. 
| Many new books have been added to 
jour library during the year and yet we 
scan never have enough. We have tried 
ito supply the demand as it came, but 
swith our limited means we have done 
ithe best we could. I wish to commend 
the librarian and his assistant upon 
ptheir faithful and diligent attention to 
pthe affairs of the library. 
) During the year there has been added 
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to our library a separate reading room 
at a considerable expense. Reports 
from the office and from individual 
members would seem to indicate that it 
was a wise expenditure of funds. Many 
members have taken advantage of and 
enjoyed the comforts of this new read- 
ing room. 

Our office has been improved by the 
purchase of new desks and chairs so 
that at the present time it is well equip- 
ped and convenient to carry on effic- 
iently the work of the society. 


The finances of the society are in ex- 
cellent condition. By that I mean that 
you do not have to worry much about 
meeting our actual expenses. What we 
must worry about is to find more money 
to maintain and improve our library. 
The librarian has told you that he has 
spent approximately $1,900 this year; 
$1,000 of which came from the 1921 
funds and $900 of the funds of 1922, 
plus the salary of the librarian, makes 
a total of about $2,700 spent for the 
library during this year. This, of 
course, is a rather ‘small amount to 
maintain a library the size of ours, 
about 9,500 volumes and 150 journals, 
and it is, therefore, a problem to find 
more funds for this purpose. During 
the year the Board of Directors estab- 
lished a Library Endowment Fund, into 
which was placed some funds of the 
society which had been saved from the 
interest on our capital of $30,000. Some 
of this was in Liberty Bonds bearing 4 
and 4 1-2 per cent interest. These 
bonds were converted into first class 
6 per cent bonds as recommended to us 
by the bank so that we have a Library 
Endowment Fund now of approxi- 
mately $3,500 bearing 6 per cent inter- 
est. It is desirable to increase this 
fund as quickly as possible in order to 
establish a steady and fixed income for 
this one purpose only. 

The membership of the society has in- 
creased by fifteen during the year. This 
is somewhat of a disappointment to me. 
I urged in my inaugural address a 
strenuous campaign to get into the 
society men who are not members and 
who are good material. There are many 
of them, there are about 600 doctors in 
New Orleans and we have a member- 
ship to-day of 448. This means that 
we must be more diligent in the build- 
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ing up of our membership in the in- 
terest of organized medicine. 


I would like to suggest a few changes. 

Our method of electing candidates is 
not satisfactory. The procedure at 
present is, the application is posted for 
thirty days, it is then considered by the 
Board of Directors who make their 
recommendation to the society and the 
candidate is then balloted on. This lat- 
ter has proven to be a cumbersome and 
inconvenient procedure. I suggest that 
the by-laws be amended so as to give 
the power to elect candidates for mem- 
bership in this society to the Board of 
Directors after the usual procedure of 
posting for thirty days. 


I believe that the Judiciary Commit- 
tee should be given more freedom to 
act. As at present constituted it is for 
all practical purposes nothing but a ref- 
erence committee. It takes up nothing 
but what is referred to it officially. I 
believe that the Chairman of this com- 
mittee should be given power to, and it 
should be made his duty to take up with 
his committee and consider and investi- 
gate anything that may come to his 
notice, in whatever manner, that smacks 
the least bit of unethical conduct on the 
part of any member of the society. 


The Treasurer of this society has been 
a most faithful and efficient officer 
and I have frequently wondered what 
would happen had we not had so effic- 
ient a man in that affair. I am forced 
to the conclusion that the position, at 
present, is overloaded with responsi- 
bility, for the reason that we now have 
quite a large fund to be manipulated, 
expended, invested, and budgeted and I 
firmly believe that this duty shauld fall 
not upon the treasurer, but upon a 
finance committee. With this in view, 
I strongly recommend the creation of a 
Finance Committee, whose duty it shall 
be to recommend to the society the 
proper disposition of its funds and to 
establish a definite budget. This com- 
mittee to be one of our standing com- 
mittees appointed annually by the 
President. 

In closing, permit me to express my 
deep sense of gratitude for the co-opera- 
tion that has been accorded me by the 
members and the officers of the society 
and by the office force during my term 
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of office. It has been a pleasure ty 
work with them and it is just sud 
harmonious work on the part of all con. 
cerned that makes for the bettermentfe 
of our society. Especially do I wish ty 
mention the work of our Secretary. Sh 
has been ever diligent, faithful, and at. 
tentive, always striving for the best 
interests of the organization. I trust 
that such interest and enthusiasm wil 
continue. 

In conclusion, I wish to say that, 
while, to-night, I lay down the gavel to 
be taken up by my successor, I am still}. 
a member, a member in the ranks 
where I have worked for fifteen years, ¥. 
always with pleasure and an earnest de. 
sire to build up, and I propose to again 
take up my former status and continue 
my efforts on behalf of the Orleans 
Parish Medical Society. 





INAUGURAL ADDRESS OF PRESIDENT} 
By H. W. KOSTMAYER, M. D. 


New Orleans. 

There occur to me three excuses for 
talking to you to-night: First, custom 
demands it; second, there might bh 
something new to present; and third, it} 
might seem desirable to bring befor: 
you matters not new, but of consider- 
able importance. Unfortunately, noth- 
ing new has been presented, yet I do ne 
wish my remarks to fall altogether in 
the category of “custom demands,” 8 
I needs must burden you with what! 
deem important, if more or les 
familiar. ; 

The affairs of Charity Hospital are 
not directly those of the Orleans Parish 
Medical Society, yet the two institution,’ 
are so interdependent that the following 
considerations seem not inappropriate. 

For the first time in the history 0 
Charity Hospital the Visiting Staff isit 
absolute control of the medical affairs 
of that great institution. This woult 
mean the prompt advancement of them 
Hospital to a place second to none of its 
kind in this country were it not for lim- 
ited money and the overhanging shadow 
of poss ible change through political it 
fluence. Through concerted effort apy 
propriations have been raised to the 
limit of the State’s resources. How 
ever, little effort has been made to re 


*Read before the Installation Meeting, Stem Paris 
Medical Society, Jan. 8, 1923 
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ficient vigor. 

It is doubtful if there could be insti- 
tuted more economical methods than 
those in vogue at present in the Hos- 
pital The trouble is, the Hospital 
serves by far too many. It has long 
been the boast of this community that 
Charity Hospital asks no questions, but 
serves rich and poor alike. Think what 
folly this boast contains! The daily 
faverage number of resident patients is 
about 885 at a daily per capita cost of 
$1.60. I am convinced that this daily 
average should be reduced by at least 
100, a daily saving of $160, and a yearly 
saving of $57,000! Apply this same 
principle to the outpatient department 
fand it is readily discernible how much 
more efficient the Hospital could be- 
come for those actually entitled to its 
benefits. In this matter we certainly 
should not stop at Charity Hospital, but 
iwe should regulate the charity done by 
each and every medical and surgical in- 
stitution in the city. This not simply 


Bito increase the income of the profession, 
which it most certainly would do, natu- 


rally, but primarily to protect the 


worthy and needy poor against the im- 


hat | 
less 


i] are 
-arish 


.  mcommittee will come to naught. 


positions of the unscrupulous well-to-do. 
Social Service seems the logical step- 
ring stone to this end, but the Hospital 
Abuse Committee may devise more 
Hdirect means. Without the undivided 
support of this body all efforts of this 
We 
earnestly ask your serious consideration 


‘Pot this age-old problem and especially 
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assign its active development to the 
Hospital Abuse Committee. 

The necessity for removing Charity 
Hospital from politics hardly needs to 
be dwelt on. It has been talked of at 
ntervals since the Civil War. Hardly 
oes it seem possible that an institution 
devoted to the care of sick and injured 
hould be looked upon as political spoil, 
and the positions growing out of its ac- 
lvities as plums to be dished out to 
hose who did most to elect a Governor, 
vithout any reference to special fitness 
r general hospital efficiency. And yet 
this has always been so and will be so 
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to the end unless the profession takes a 
firm united stand against it. There 
are several simple legal means of bring- 
ing this about. None can succeed, ex- 
cept through the efforts of organized 
medicine—none could fail, if organized 
medicine became a unit in forcefully de- 
manding its accomplishment. To the 
Committee on State Legislation we as- 
sign this problem, but it is the problem 
of each and every member which can be 
solved only by an absolutely united pro- 
fession. The new administration feels 
that it will have justified its existence if 
it can but add momentum to these pro- 
jects. How irresistible this momentum 
may become depends on the profession 
—in a word, on organization. 

To anticipate the criticism that this is 
purely a hospital affair, I would remind 
you that the two institutions are closely 
dependent on each other. Furthermore, 
this problem is my hobby, and I have 
taken advantage of the opportunity to 
tell you about it. 


As for the Orleans Parish Medical 
Society directly, I feel that in most mat- 
ters I’ll be better prepared to talk to 
you a year hence. However, this much 
is certain; Scientific programs should 
be made as attractive as possible in 
order to bring out large gatherings. To 
this end, careful consideration has been 
given to choosing the Scientific Essays 
Committee. In the final analysis, suc- 
cess in this direction depends on the 
membership. The administration, there- 
fore, earnestly beseeches each and every 
one to remember all that this Society 
means to the profession, and to make 
regular attendance a part of the obliga- 
tion of membership. 

For the finances of the Society we 
have modest ambitions: To budget 
within the revenues and to live within 
the budget; and to add to the building 
fund, if ever so little, in order to estab- 
lish the precedent that part of our an- 
nual income must go to increasing this 
fund against the time when we shall 
again possess our own home. 

Assuming the duties of this office 
to-night gives me great pleasure and 
arouses no little pride. I am pleased 
because it seems but a short while (now 
that the years are gone) since I first 
entered the ranks of members, and I am 
proud (pardonably, I hope) because this 
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office is the greatest gift the medical 
profession of New Orleans can bestow. 
Feeling thus, I can not find words to 
express my gratitude and appreciation. 
I do sincerely and heartily thank you 
for the honor you have done me. Right 
or wrong, successful or otherwise, you 
may rest assured I will always be doing 
my utmost to prove worthy of your con- 
fidence. 





REPORT OF THE SECRETARY FOR 1922.* 


To the Officers and Members, Orleans 

Parish Medical Society: 

It is my pleasure and privilege, as 
Secretary of the Society for the year 
1922, to render a brief report of the 
principal activities. These have been 
many and varied. Several of the re- 
ports will probably be covered more 
thoroughly by the respective chairmen 
of the Standing and Special Commit- 
tees. 

The strength and stimulus of any 
scientific body, as you know, is judged 
by the character of its meetings, and it 
is with considerable pride that I refer to 
the splendid meetings we have had dur- 
ing the year. 

Of the twenty general meetings, thir- 
teen were for the purpose of listening to 
scientific papers; two were joint clini- 
cal meetings with the Charity Hospital 
Staff; three were the regular quarterly 
executive meetings (held in accordance 
with the by-laws), and two were special 
meetings. The latter were called for 
the purpose of discussing and taking 
action on the proposed legislation rela- 
tive to the Physicians’ Occupational 
Tax. In connection with this, I might 
say that, although our efforts were not 
entirely successful in this matter, some 
pressure was brought to bear and it is 
believed that in due time the physicians’ 
demands will be recognized and the tax 
either modified or abolished. 

Above one hundred and twenty-five 
(125) numbered the attendance at the 
regular meetings, against ninety (90) 
as reported last year, with the exception 
of “Lewis’ Night,” at which practically 
three-fourths of the membership was 
present. The executive meetings 
showed an attendance of more than 
twice that of last year. 


*Read Before the Installation Meeting, Orleans Parish 
Medical Society, Jan. 8, 1923. 
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Thirty-two (32) papers were reaifi., 
during the year, the subjects being dig 
tributed as follows: Medicine, Surgery, 
Gynecology, Obstetrics, Laryngology 
Pediatrics, Radiology, 

Urology and Chemistry. 
two (32) papers read during the year 
five yere by invited guests. 

Early in the year we listened to tw 
excellent papers on “Warfare Gases” by 
Lieut. Col. Gilchrist. These papers wer 
extensively illustrated both with stil 
and moving pictures. One of the meet. 
ings was called at the request of severg 
members to hear a paper on _ Twiligitl 


Chicago. This meeting was well at 
tended and the paper was illustratedf 
with charts and lantern slides. 
The papers read by our own membenf 
represented much thought and worlf 
and some of them, tedious research-f 
such papers are valuable additions ti 
the scientific contributions 
Society. The evening of April 24th 
affectionately known as “Lewis Night,” 
at which Dr. Ernest Sidney Lewis real 
a paper entitled “Reminiscences,” wilf 


ever stand out in the minds of thefti 


present membership as having been omp 
of the happiest, most delightful and e- 
thusiastic and entertaining meetings it 
the history of the Society, at no othe 
of the members, certainly never a mor 
time has there been a larger attendance 
beautiful demonstration of love anf 
united interest for a man or a subjecy 
As a fitting climax to this memorablf 
evening, a silver loving cup, tendered bi} 
members of the Orleans Parish Medici 
Society, was presented to Dr. Lewis. ff 

The men who so generously and abl 
contributed to “Pasteur Night,” placeif 
this Society on a footing with the beh 
in the country, and to them we owe if 
debt of gratitude. 

Twelve regular meetings were hell 
by the Board of Directors and speci! 
meeting, which was called to conside 
some communications which had com 
to the Society in reference to advertise 
ments which appeared in the loci} 
papers concerning some members of th! 
Society. i 

One of the important steps taken bj 
the Board, early in the year, was t 
have the Liberty Bonds of the Domicil 
Fund registered. Another importall 
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reaiftaction of the Board was that of creating 
g dis. Library Endowment Fund, making 
‘gery {provision for a nucleus, at least, for the 
ology Library in the future. Unsuccessful 
DlogyM effort was made by the Board to secure, 
hirty#ithrough the House of Delegates of the 
yeatM Louisiana State Medical Society, the 
Ibalance left from the Entertainment 

0 twihi Fund of the American Medical Associa- 
Ss” bition Meeting. We were successful, 
 Wetthowever, in acquiring through the in- 
1 still fluence of one of our members, a suffic- 
mee-Bient amount to purchase a multigraph 
vera and an addressograph for the office. 
‘ilight} The Society is fortunate in having 
on, obtained, through the generosity of the 
ll at’ Board of Administrators and the School 
trate of Medicine of Tulane University, addi- 
Ftional space for the Library. A quiet 
mbersf Reading Room is now available for all 
works members. 

rch-— The influence of the Society in the 
yns ti community has been repeatedly demon- 
f 6thiistrated by the many communications 
24thp received from various medical, civic and 
ight,§ other oganizations, requesting informa- 
s real tion, suggestions and frequently advice. 
” wil) During the year several communica- 
yf thfitions were referred to the Committee 
2n omp on State Medicine and Legislation. This 
nd enf committee responded promptly to all 
ngs inf requests. 

othef One member asked for Medical De- 
.morffense. This request was investigated 
idancf. by the proper committee and forwarded 
e anito the Medical Defense Committee of 
ibjectf the Louisiana State Medical Society. 
orabkf, Several matters of importance were 
red by referred to, and investigated by, the 
ledicdfy Judiciary Committee. These matters 
vis. | Were handled with discretion and tact 
d abl 2nd the finding of the committee were 
placeif, @ccepted and filed. 
e best, The Membership Committee was 
owe 4 j abolished by an amendment to the by- 

jlaws. The duties of this committee is 

h now referred to the Board of Directors, 
except that at the conclusion of the in- 
vestigation of an applicant, they report 
cal their recommendations in writing to the 
ertise! general society, at a regular meeting, 
ical 24 the applicant is voted upon by 
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of the 8 secret ballot. 

h, We close the year 1922 with a mem- 
cen bif bership of 448, distribted as follows: 
vas ts Active Members ........ eee 412 


ymicilfy Associate Members 
yortatif’ Honorary Members 
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2 
Moved from city 4 
Dropped (delinquency) 4 
Loss by death (3 active, 2 honor- 
ary) 5 
Total new members, 1922, were 29 
(28 active, 1 associate). 


In addition, there are 13 applications 
pending. 

The Secretary, who is or should be 
conversant with the most intricate 
workings of the Society, would not 
justify the trust imposed if, after a 
year’s work (and in my case two years 
of service) she did not have some sug- 
gestions to offer for the advancement 
and betterment of the organization. 

I would, therefore, like to make the 
following suggestions: . 

Firstly: At present is it difficult to 
get other than an approximate number 
of members who actually attend the 
meetings. Would it not be interesting 
to know the exact number 


Secondly: An essayist is limited, ac- 
cording to the by-laws, to fifteen min- 
utes for the presentation of a paper. To 
conform to this regulation many valu- 
able points are frequently overlooked or 
often intentionally left out of the body 
of the paper with the anticipation that 
said points of interest will be brought 
out in the general discussion that fol- 
lows. Such details and stenographic 
work as is essential should not be ex- 
pected of the Secretary. Several 
methods have been tried, none being en- 
tirely satisfactory. It seems to me the 
work should be delegated to an experi- 
enced person. 


Thirdly: With the present arrange- 
ment regarding meetings of different 
character, we are unable to anticipate 
more than twelve or thirteen evenings 
for scientific sessions, unless s pecial 
dates are arranged. Would it not be 
possible to use the summer months for 
clinical meetings in the various hospit- 
als and reserve the cooler months for 
scientific meetings? 

Fourthly: The officers of the Society 
are all busy practitioners in one line or 
another; they are not trained for, nor 
do they desire to do detail work such as 
is necessary in an organization of this 
kind. My experience has taught me 
that, at present, the greatest need of the 
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Society is a thoroughly competent and 
experienced Assistant Secretary. 

In conclusion, I wish to thank the 
President and each member of the 
Board of Directors for their most help- 
ful suggestions and every hearty co- 
operation. To the general membership 
I haven’t words to tell you how very 
gratified I am over the appreciation you 
have shown by the attendance at the 
meetings and the quick response to the 
many efforts we have tried to put forth 
in behalf of the Society. 

I wish to thank the various commit- 
tees for their promptness and assistance 
in handling the various matters referred 
to them. 

Our greatest success throughout the 
year revolves around the Scientific 
Meetings, and this success has been due 
solely to the conscientiousness of the 
Chairman and Members of the Scien- 
tific Essays Committee. 

I finally desire to thank the help in 
the general office for their many efforts 
in carrying out the work allotted them. 

Respectfully, 
ELIZABETH BASS, M. D., 
Secretary. 





REPORT OF RESOURCES ON HAND 
JANUARY 1, 1923. 


Domicile Fund, Liberty 

Bonds, par value $30,000.00 
Library Endowment Fund, 

Bonds, par value 3,500.00 


Library Endowment Fund, 
Savings Account 

Medical Relief Fund, Sav- 
ings Account 

Petty Cash Account, balance 
on hand 

Library Fund, checking ac- 
count 

General Fund, checking ac- 


$34,381.14 





REPORT OF THE GENERAL FUND. 


January 1, 1922, to January 1, 1923. 
Balance on hand January 1, 

1922 . 
Total receipts, including bal- 

ance January 1, 1922...... 8,074.7 


Total expenditures ........$7,848.77 
Actual book balance January 
$ 225.93 





REPORT OF LIBRARY FUND. 


Bank balance January 1, 1922.$ 481.8 

5,518.07 

Total amount of fund $5,999.92 

ESE ee $5,798.10 

January 1, 1923, bank balance 373.92 
Checks outstanding 


Actual book balance, January 
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424 A PECULIAR CASE OF ECTOPIC 
GESTATION. 





Dr. E. W. Walet presented what he 
nsidered unusual symptoms in a case 
f Ectopic Gestation as _ follows: 
menorrhoea three months, no vaginal 


leeding, was seized with acute and 
JND. fevere girdle pain in lower abdomen, at- 
snded by nausea, and was vomiting. 
923, Family doctor made diagnosis of acute 
ppendicitis and sent to Charity Hos- 
101.4ital. Pelvic examination revealed 
terus about normal in size and a mass 
074.7¥mhe size of a lemon to left of uterus, 
—_.§), & C. revealed clean decidual mem- 
848 Tibrane, Laparotomy revealed a Rt. tubal 


bregnancy about three months’ duration 

225.9380 which was attached the vermiform 
ppendix. Right tube and ovary and ap- 
bendix removed. 


Dr. H. E. Nelson—The unusual feat- 
ire of this case was the absence of 
leeding per vaginum. Most cases bleed 















181.85 
18.07 


199 99 rofusely. 

798 10 Dr. J. A. Danna—Why was a curet- 
373. gmage done. Is it not true that there is 
172,10ery often a second extra uterine on op- 


posite side? Did Dr. Walet make an at- 
empt to save ovary on that side? Why 
lid he not attempt to save right ovary? 
do very few curettages. 


201.82 
Dr. M. Couret—I believe the proced- 


ire of curetting the uterus in suspected 
xtra-uterine cases advisable because it 
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The President, Dr. Homer Dupuy, in the Chair. 


tells immediately the diagnosis. I have 
never seen an ovarian pregnancy and 
do not think it exists. The ovary should 
not be removed in these cases. 


Dr. Walet, closing: I did a curettage 
purely for curiosity. My case was not 
ebsolutely certain. It was the jnly 
thing to explain all this woman had. I 
simply did a little dilatation. I did this 
to see if I could find my diagnosis. No 
real reason for going in abdomen, ex- 
plored for the sake of palpable mass. It 
was a time for a decidual recurrence. 
I believe there is such a thing micro- 
scopically speaking as ovarian preg- 
nancy because if it happens to rest 
there, why not take it on to ovary. The 
reason I removed the ovary, because 
when you open a cavity like that and the 
pelvis is filled with blood, the tech- 
nique is to go down and remove the 
mass. You hold the mass with the hand 
and pull it out. You remove the mass 
containing the extra-uterine tube and 
ovary. The tube was ruptured and 
filled with placental remains. It was 
removed because it was a mass and not 
worth while saving. Dr. Levy asked 
about the microscopical report. It is a 
general rule that when a patient is 
shocked that you operate immediately. 
The operation itself is comparatively so 
simple that you do not shock your 
patient much. No reason why could not 
have tubal pregnancy on both sides. 


NEWS AND 


The City Council of New Orleans, on 
Tuesday, finally passed the ordinance to 
accept the donation of Mrs. Dibert for 
the construction of the Tuberculosis 
Hospital. The location of same to be 
in the Seventh Ward of the city. This 
has been under consideration for several 
years and its final disposition is looked 
upon with favor by the public, and 
especially medical men of the City and 
State. ' 

Charity Hospital Appeal is receiving 
another boost in the form of a baseball 
contest to be indulged in by the Visiting 
Staff versus the House Staff and Intern 
Staff of the Charity Hospital. The con- 
test gives all outward appearances of 
being one of keen rivalry, and promises 
lively entertainment to all those having 
attended. 

The Delegates and Members of the 
Louisiana State Medical Society in at- 
tendance at the American Medical Asso- 
ciation Meeting held in San Francisco 
have nearly all returned and report a 
very interesting and profitable meeting. 
Some still remain in the West visiting 
medical centers and otherwise enjoying 
awell-earned rest and vacation. 

It is with a great deal of pride that 
we note that some of our members re- 
ceived notes of distinction. Dr. Amedee 
Granger received a prize, and was es- 
pecially commended for the Scientific 
Exhibit in Radiology. Dr. Urban Maes 
was honored with the Chairmanship of 
the Surgical Section of the American 
Medical Association for 1923-24. 

The ‘following physicians have re- 
turned and resumed practice after ab- 
sence from the city for rest or study: 
Drs. G. C. Antony, J. C. Hardy, J. H. 
Landrum, A. M. Peters, R. O. Simmons, 
R. B. Wallace, and J. L. Wilson. Still 
absent: Drs. E. I. Gandy, J. I. Peters, 
Clarence Pierson, G. M. G. Stafford and 
J. A. White. 

The Avoyelles Parish Medical Society 
met at Dr. Philip Jeansonne’s residence, 
Plaucheville, Thursday, June 14th, at 7 
p. m. An interesting clinical pro- 
gramme was discussed, preceded by a 
magnificent banquet served by Mrs. 
Jeansonne, assisted by a half dozen of 
the fair damsels of the village. 


COMMENT 


Dr. G. R. Beridon, President, in ¢ 
chair. j 

The following members answered ¢ 
roll call: Drs. Beridon, S. J. Couvi 
Ducote, Roy, Jeansonne, Chateh 
Poret, Quirk, Matthews, Buck; abs 
tees, Fox, Plauche, W. F. Couvi 
Barbin, Lafargue, Tarleton, Jones, 
Nux. Guest, Dr. Will Buck of King 
The minutes of the Hessmer, April ] 
meeting were read and adopted. 

Dr. S. J. Couvillon and Dr. R, 
Ducote reported a very interesting q 
of Placenta Praveia. The discussion 
the various members proved lengt 
and interesting. 

Drs. Jeansonne and Roy reported 
series of successful emergency ope 
tions for suppurating appendicif 
which were performed in _ priy 
homes. The patients are all being p 
pared for radical operations later, 

Dr. Roy reported an interesting « 
of toxemia of pregnancy and in thed 
cussions Dr. Matthews pointed out 
necessity of a thorough and comp 
quantitative urinalysis. In connect 
Dr. Couvillon described a case of 
lecystitis complicating pregnancy, ¥ 
kidneys in good condition and that 
last resort transduodenal lavages y 
instituted, establishing a miracu 
relief and that 90 days later pati 
gave birth to a full term child with 
any further complication. 

Owing to unavoidable reasons, 
W. F. Couvillon, essayist on a “rep 
of a few unsuccessful cases,” was 
able to present his paper. 

By Dr. Chatelain, that a_ vote 
thanks be tendered Dr. and Mrs. Je 
sonne for their genial hospitality 
banquet tendered the society, and 
amendment by Dr. Couvillon, that ft 
Avoyelles Parish Medical Society m 
in the different villages of the pa 
hereafter and that the expense of 
tertainment be borne by the local 7 
fession. 

Bunkie was selected as the next 
ing place on Thurdsay, August 1 
1923, at 7 p.m. Dr. E. Stanley } 
thews will present a paper on “Bu 
and Dr. Kirby A. Roy will open dise 
sion. 
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